




















September, 1953 


SURGERY 
GYNECOLOGY AND OBSTETRICS 


Section 


INTERNATIONAL ABSTRACTS 
OF SURGERY 


LOYAL DAVIS, Epiror 


ASSOCIATE EDITORS 
SUMNER L. KOCH MICHAEL L. MASON 


ADVISORY BOARD 
ROBERT M. JANES, Toronto 


AMBROSE H. STORCK JOE VINCENT MEIGS 
GENERAL SURGERY GYNECOLOGY 
LAWRENCE CHAFFIN DOUGLAS P. MURPHY 
ABDOMINAL SURGERY OBSTETRICS 
THOMAS H. BURFORD CHARLES C. HIGGINS 
THORACIC SURGERY UROLOGY 
FRANK E. STINCHFIELD CONRAD BERENS 
ORTHOPEDIC SURGERY OPHTHALMOLOGY 
FRANCIS C. GRANT NORTON CANFIELD 
NEUROLOGICAL SURGERY LARYNGOLOGY 
WILLIAM S. KISKADDEN HAROLD I. LILLIE 
PLASTIC SURGERY OTOLOGY 


EUGENE P. PENDERGRASS, rapioLocy 






































CONTENTS—SEPTEMBER, 1953 


COLLECTIVE REVIEW 


Malignant Melanomas: 92 Cases Treated at the University of Minnesota Hospitals Since 


January 1, 1932. 


Donatp E. STEwArt, M.D., F.A.C.S., 


Crookston, Minnesota, 


Lyte E. Hay, M.D., Minneapolis, Minnesota, and RicHarp L. Varco, M.D., Minnea- 
es I 4.6 5444on Nananieny eens ecganeeesaaon sade asaN ss Seana eee ee 


ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE HEAD AND NECK 
Head 


Observations on the Prediction of a Fracture Site in 
Head Injury. E. S. Gurpjran, J. E. WEBSTER, 
andl Ee. Ry LISGNBR.... wo cc ccc ccoccvcvasses 


Eye 
Interim Management of Incipient Cataract. JAMES 
i EERENGOMIN: bcs cancvesiieeecsne comasie 


Ear 


Hydrotympanum (Secretory Otitis Media). FReEp- 
ERICK L. HARCOuRT and AuBREY K. Brown .. 


Mouth 
Surgical Treatment of Cancer of the Lips. J. ConbE. 


Pharynx 


The Cricopharyngeal Muscle Under Normal and 
Pathological Conditions. HANS BRUNNER..... 


Neck 
Comparative Studies of Goiter in Spain. J. Eucster 
and KR. DIBTEREE. 6.6... es ccc ne cesses ees 
Early Stages of Thyroid Carcinoma. M. DarGENT 
ANGE CUOMO oie. c56 ows CeO E Ha bee eee 
Indications for Radioiodine Treatment of Thyroid 
Carcinoma. E. E. Pocuin, GwEN HItton, N. B. 
Myant, A. J. Honour, and B. D. CorBettT.... 
Roentgenographic Diagnosis of Tumors of the Jug- 
ular Glomus. PAu A. RIEMENSCHNEIDER, G. D. 
Hoopte, D. Brewer, D. Jones, and A. ECKER 
Tumors of the Jugular Glomus. THEODORE WIN- 
sH1pP, Bonita Gopwin, and ELizABETH VAN 
Eire hh os aisle ue m ous ene ce ee ences 
Sarcoma of the Larynx. KENNETH L. DIEHL...... 
Metachronous Carcinomas of Oral Cavity, Pharynx, 
and Esophagus. P. CHéNE, G. Bru tf, J. R. 
SCHLUMBERGER, and R. GERARD-MARCHANT... 


SURGERY OF THE NERVOUS SYSTEM 


Brain and Its Coverings; Cranial Nerves 


The Posttraumatic Diencephalic Syndrome accom- 
panied by Psychiatric, Motor, and Endocrine- 


228 


228 


228 


229 


230 


233 


233 
233 


234 


Sympathetic Manifestations. A. Neri and I. 
MAO Ria has seared Aen acne e ORAS Leto ae aes Larges 


Peripheral Nerves 
Delayed Ulnar Paralysis. A. PICCHIO............. 


Sympathetic Nerves 

Lumbar Sympathectomy in the Treatment of Ob- 
literating Arteriosclerosis. GASTONE DE Luca.. 

Considerations on the Postoperative Tone of the 
Blood Vessels of the Extremities after Sym- 
pathectomy: HL Keysster....-.........--.. 


Miscellaneous 

Ruptured Intervertebral Discs. Francis C. GRANT 
and Prann. FE. NUISEN: .<....0.046.sc0000es0 

Interspinous Fusion for the Treatment of Herniated 
Intervertebral Discs: Utilizing a Lumbar Spi- 
nous Process as a Bone Graft. SAMUEL SPADEA 
and HANNIBAL HAMLIN................-006- 

Large Ependymomas of the Cauda Equina. J. E. 
Partias, M. Doncier, and Mite. M. BApIER. 

Neurological Complications Following Antirabies 
Vaccination. E. APPELBAUM, M. GREENBERG, 
Si 0: NBME asso os 5 Cases cudaceasewedaes 


SURGERY OF THE THORAX 


Chest Wall and Breast 

Lymphangiosarcoma in Postmastectomy Lymph- 
Cee Pe Ae NOG eo cackcncavedesadtuscedas 

Acute Mastitis: 28 Cases. CLAIRE ISBISTER........ 

Carcinoma of the Breast; Roentgenographic Tech- 
nique and Diagnostic Criteria. J. GERSHON- 
COHEN AND HELEN INGLEBY................. 

Radiotherapy in Breast Cancer. The Dose-Time Re- 
Fationsiip. BE. COHEN: «<0. 0< «<6 cic ca nwscwnees 

Radiotherapy in Breast Cancer. Practical Applica- 
tions and Management. M. P. SHAPIRO....... 


Trachea, Lungs, and Pleura 


The Architectural Basis of Pulmonary Ventilation. 
Ewan BP GCHURCHIEL, | co. ciciwcccccwees 


209 


236 


236 


236 


237 


237 


299 


238 
266 
303 
397 


3°7 








iv INTERNATIONAL ABSTRACTS OF SURGERY 


Congenital Malformations of the Trachea, Bronchi, 
and Lung. Paut H. Horincer, KENNETH C 
Jounston, Victor N. PARCHET, and ARNOLD A. 
AMMAN MORNIN 5, ac 5157555 jaro Sa sds aco how ware e al SLOs 


The Anatomy of Pulmonary Stenosis and Atresia 
with Comments on Surgical Therapy. THomas 
N. P. Jouns, G. RAINEY WILLIAMS, and ALFRED 
BANIIOR 6c <oiosnG ou aaa ae eae SU eae 


Surgical Problems Imposed by Certain Bronchial 
Foreign Bodies. CHALNOT, GRIMAUD, and GILLE 


Surgical Treatment of Bilateral Lung Tuberculosis. 
Analysis of Results in 50 Patients. ADA BIRECKA 


The Problem of So-Called “Air Cysts” of the Lungs. 
B. BELLIoN, O. ORLANDI, and E. CONCINA..... 


Primary Solitary Neurofibroma of the Lung. B. 
AMISTANI and O. SANDRI..............s0000: 


Pulmonary Hamartomas. P. DESAIVE............ 


Observations on the Clinical Features and Treatment 
of Bronchial Adenoma. O. PERASALO......... 


The Duration of Carcinoma of the Lung. LEo G. 
RIGLER, BERNARD J. O’LOUGHLIN, and RICHARD 
Roe MMESER sh rocinie ici cnn Sonim ehien sks 


Experimental Research in Bronchial Reconstruction 
with Autografts and Homografts. A. BONANOME 
BGS INAGRIAS |. cisco 50 sis:0io crew grip @sieinelne 


Bronchography in Chronic Lobar Collapse. RicHarp 
NGS ONEIR 6h 0.5 inis'e ov piste nines aopln a Ais reraNaG G 


Heart and Pericardium 


Unsuitability of Transventricular Autogenous Slings 
for Diminishing Valvular Insufficiency. Tuomas 
C. Moore and Harris B. SHUMACKER, JR..... 


Arterialization of the Coronary Sinus. C. P. BAILEy, 
G. D. GEecKkELeErR, R. C. Truex, W. Lixorr, N. 
A. Antonius, A. W. Ancuto, H. P. REponpo- 
Ramirez, and W. NEPTUNE...............+5: 


Incomplete Double Aortic Arch, with Reference to 2 
Cases Requiring Surgical Intervention. J. 
MatueEy, J. Facquet, P. ALHommeE, and J. 


Homologous Arterial Grafts and Autogenous Vein 
Grafts Used to Bridge Large Arterial Defects in 
Man. Cart W. HucGHEs, Epwarp J. JAHNKE, 
MG SAME TS SRELY Ss «5 :5-0:.0.0:6:0, 5.0; eis.ecysaro.vine se 


The Influence of Diameter Disproportion and of 
Length on the Incidence of Complications in 
Autogenous Venous Grafts in the Abdominal 
Aorta. Everett J. Scumitz, Epmunp A. 
Kanar, LESTER R. SAuvaGE, Epwarp H. 
STORER, and Henry N. HARKINS............. 


Congenital and Experimentally Produced Peri- 
cardial Defects. Tuomas C. Moore and Harris 
ect Lc <p | ee 


Traumatic Saccular Aneurysm of the Thoracic Aorta. 
R. K. HoLiincswortu, WILLIAM W. JOHNSTON, 
and JAMES F. McCCOOEY.................005: 


Rupture of the Heart During Cardiac Massage. 
Ex.iott S. Hurwitt and BERNARD SEIDENBERG. 
Thoracic Aortography After Direct Puncture of the 
Aorta from the Jugulum. INcMAR WICKBomM... 


Death Following Contrast Injection into the Thoracic 
Aorta. INGMAR WICKBOM 


238 


239 


240 


242 


243 


244 


303 


244 


245 


245 


246 


247 


247 


289 
207 


393 


Esophagus and Mediastinum 


Blind Bouginage in the Treatment of Benign Eso- 
phageal Obstruction. LyMAN RicHARDS and 
HERBERT J. DIETRICH, JR................005. 

Principles and Difficulties of Treatment of Congenital 
Atresia of the Esophagus. J. TEN KATE....... 

Some Remarks on the Hernias of the Esophageal 
Hiatus. J. SENEQUE and Cu. CHATELIN....... 

Functional and Organic Disturbances Following 
Gastroesophageal Anastomoses. R. NISSEN.... 

The Celomic Mediastinal Cyst. A. BENcINI and F. 
RAAT a5 ye eras stots ve akeleh Sisso-Gi3 4,016 Sule Seater si nee 

Tomography Applied to the Posterior Pneumomedi- 
astinum in the Diagnosis of Diseases of the 
Mediastinum. S. LENTINI................05- 

Pneumomediastinum: Technique and Findings. V. 
PETTINARI and M. BACCAGLINI............... 


Miscellaneous 


Transverse Axial Tomography. Cu. GERNEZ-RIEUX 
and G. BoNTE 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 


Voluminous Right Retroxiphoid Hernia with Stran- 
gulation Produced by Volvulus of the Stomach. 
H, FreBEt, A. JUQUELIER, and L. BoissIn.... 


Lumbar Hernia. G. BOCCHETTI................-- 


Anatomy and Physiology of the Inguinal Region in 
the Presence of Hernia: Observations in the 
Operating Room on 224 Sides. Eart G. M. 
AINN os 8a oe ostn. SS eae assis Se OIA Ha Roel & SIS 


The Henry Approach to Femoral Hernia. Harry C. 
Hutt and Josep B. GANEY................. 


The Late Results of Repair of Large Hernias with 
Tantalum Mesh. D. M. Dovctas............ 


Gastrointestinal Tract 

The Antral Region in Ulcers of the Lesser Curvature. 
RS As GOUMAIIN 505656 6.0 ee owe 5d e Oe ee Salis 

Precancerous States. TEOFILO HERNANDO......... 

Crohn’s Disease. E. A. IMMINK..............0065 

Surgical Treatment of Cancers of the Left Colon. F. 
CARCASSONNE and MARCEL ROvux............ 

Chronic Stenosing Proctitis Associated with Car- 
cinoma of the Rectum and the Positive Frei 
Reaction. M. Zorzi and N. UBERTI.......... 


Liver, Gallbladder, Pancreas, and Spleen 


Conservative Treatment of Postoperatively Retained 
Stones in Hepaticocholedocholithiasis. W. 


Primary Carcinoma of the Liver Following Viral 
Hepatitis. J. M. WALSHE and H. H. Wotrr... 
A Radiologic Study of the Emptying of the Gall- 
bladder in Normal Subjects. J. P. Loprs 
PonTEs and NICOLA CAMINHA..............- 
External Biliary Fistulas. M. Grrmoup and J. Hepp. 
Internal Biliary Fistulas. Jacques Hepp and M. 
PO MMCOMMIR 6665» avril sie sdiseten eee Sheds 


248 
249 
249 
249 


250 


304 


304 


306 


251 
251 


251 
251 


252 


252 
253 
253 


253 


254 


255 


255 
256 


256 








INTERNATIONAL 


The Physiopathologic Mechanism of Allergic or 
Anaphylactic Pancreatitis. ORLANDO F. Lonco, 
Cartos A. Sos-GALLARDO, and ALFREDO FER- 


Clinical Contribution to the Study of Traumatic 
Pancreatic Fistula. I. ABBO................. 
Hyperinsulinism. Its Definition, Diagnosis, and 
Treatment. HERMANN BERGER.............. 
A Case of Malignant Insulinoma. R. Dupfrrf, J. J. 
Dusarry, G. MAYER, and Mite. CouTEAv.... 


The Pancreaticocystovisceral Anastomosis. S. 


MILONE and R. STRADA.............0e0ee00: 


Roentgen Diagnosis of Acute Pancreatitis. CL. 
OtivieR, H. WELTI, and N. ARVAY........... 

Miscellaneous 

The Metabolism Following Total Gastrectomy. M. 
PROMI ie hace Bars boda sc As ER OUR ES He 


Considerations with Reference to Suppurations of the 
Gastric Wall. Clinical, Anatomical, and Roent- 
genological Contribution. Mario CAMPLANI... 

Abdominal Arteriography. A Review with an Anal- 
ysis of 17 Cases. DAvip SHAPIRO............. 

Roentgen Diagnosis of Intra-Abdominal Hernia; An 
Evaluation of the Roentgen Findings. A. 
JOSEIN WIEETAMB 6 6 oi5c.cccccisctineeecscccesce 


GYNECOLOGY 


Uterus 


Prolapsus Uteri in Nullipara. Pentti A. JARVINEN. 
Myomectomy with a View to Pregnancy, with Par- 
ticular Consideration of Hemostasis with the 
Aid of a Pericervical Tourniquet. I. C. Rusin. 
Remarks on 11 Cases of Cervix Epithelioma, Diag- 
nosed in the Very Beginning. R. Bourc and CL. 


Vaginal Hysterectomy: Indications, Advantages, and 
Surgical Technique. Vircit S. CousELLER.... 
Clinical Results Following Different Methods of 
Radium Applications Used in the Treatment of 
Cervical Cancer from 1921 to 1947. MACDONALD 
BONEBRAKE, ALFRED I. SHERMAN, MICHEL TER- 
PocossIANn, and A. NORMAN ARNESON........ 


Adnexal and Periuterine Conditions 

Is There Damage from Salpingography with a Water- 
Soluble Viscous Contrast Media? H. Burcer. 

Intrauterine Implantation of the Oviducts for Corn- 
ual Occlusion by a Reamer Technique. JAMES 
Pe WMMIBON sc Scnnoseconct causepeccheuntens 

The Histogenesis of Granulosa and Theca Cell Tu- 
mors of the Human Ovary. Donatp G. McKay, 
Artuur T. HERTIG, and WILLIAM F. HICKEy.. 


Hormone-Producing Ovarian Tumors. Emit Novak. 


External Genitalia 
Ulcus Vulvae Acutum (Lipschuetz). AkrrA HARADA 
GN SOMBIE SAITO... coves ccecccccensceccscens 


Hidradenoma and Hidradenocarcinoma Vulvae. 
OLAVI KINNUNEN... 2... 00002 cc eee 


ABSTRACTS OF SURGERY v 


257 
257 
257 
258 
258 


395 


258 


260 


308 


261 


261 


262 
262 


Miscellaneous 


Pelvic Inflammatory Disease. H. CLos— HESSELTINE 
The Ischiocavernosus Muscle-Sling Procedure for the 
Correction of Urinary Stress Incontinence. 
Jams C. GOODWIN G. . 5... cc ic ac cc ccccece 
Management of Carcinoma of the Uterus. HERBERT 
E. Scumitz and CuHEesTer J. GAJEWSKI........ 


263 


263 


OBSTETRICS 


Pregnancy and Its Complications 


Bleeding Late in Pregnancy. FREDERICK H. FAtts. 
The Study of Fetal Anoxia by the Amount of Oxygen 
in the Blood of the Umbilical Vein and in the 
Maternal Arterial Blood. P. GuILHEem, A. 
PONTONNIER, R. BAux, and P. BENNET....... 
Ruptures of Hysterotomy Scars. L. CHASTRUSSE... 
Maternal and Fetal Nutritional Relationships: Ef- 
fect of Maternal Diet on Size and Content of 
the Fetal Liver. Ciement A. SMITH, JANE 
WorCESTER, and BERTHA S. BURKE.......... 
Renal Function Studies in Toxemia of Pregnancy. 
N. S. Assatt, S. A. Kapian, S. J. Fomon, and 
WA RRWIGEASES PR ick sie ie ccnnanccecueqads 
Ion Exchange Resins in the Treatment and Prophy- 
laxis of Pre-Eclampsia. H. M. Carey......... 


Acute Mastitis: A Study of 28 Cases. CLAIRE 


264 


265 
265 


266 


266 
266 
266 


Labor and Its Complications 
Hemorrhage in Placenta Previa; A New Concept of 
Its Mechanism. R. A. BARTHOLOMEW, E. D. 


Cotvin, Witt1AM H. Grimes, J. S. Fisu, and 
WHEEIAM ME. LESOGR Ss 6 incci oon cc cccccecaces 


Miscellaneous 
Hydatiform Mole—Pathogenesis, Diagnosis, and 
Clinical Findings. ALFREDO J. Gutroy........ 


Perineal Nerve Block; An Anatomic and Clinical 


Study in the Female. Epwarp WALTER KLINK. 268 


GENITOURINARY SURGERY 


Adrenal, Kidney, and Ureter 


Renal Function Studies in Toxemia of Pregnancy. 
N. S. Assaut, S. A. Kapian, S. J. Fomon, and 
No Ae RIQUGRARS Diode ii cedclweetaeceesncs 
Rare Malformations of the Kidney. E. SCHINDLER. 
Crossed Dystopy of the Kidneys; 75 Years of 
Cystoenpy. Mii PURFAGQE. «i... oo. ce cc ccccees 
Diagnosis and Therapy of Kidney Bleeding of Doubt- 
ful Origin. C. E. ALKEN and R. HascuHe- 
MERUMUIMENS cue euetons ce ees caw aceeeeacaxs 
Kidney Damage as a Result of Blood Transfusions 
with Incompatible Blood. D. ZoEDLER........ 
The Relationship Between Renal Calculi and the 
Pathology of the Urethral and Bladder Neck. 
R. Couverame and J. LEca.. .. ..c.ccceccces 
Tumors of the Renal Pelvis. Cuartes C. Hiccrns. 
Renal Neoplasms: An Enigma and a Challenge. C. 
L. DEMING 


266 
269 


269 


269 
269 
270 
271 


271 








vi INTERNATIONAL ABSTRACTS OF SURGERY 


Permanent Results in Plastic Operations of the 
Kidney Pelvis. HERBERT F. J. WEBER........ 


Retrocaval Ureter. ENRIQUE PE£REz CAsTRO and 
DUAN SORES VANGUAS 65. .o.:5)0.0 005-00 5:0 6g 


Retrocaval Ureter. A. Durour and P. SEsBoug£. .. 
The Vascularization and Healing of the Transplanted 
Ureter in Dogs. RatpH SHACKMAN, OWEN 
DANIEL, and BERNARD LENNOX.............. 
Electrolyte Imbalance Following Ureterointestinal 
Anastomosis. THORWALD BERGLIN and WILLY 
VAIS PR BESEOINT 5.015 os Us Geen aise, ie ovacolin GPE Seoa an ITS oot 
The Roentgenologicomorphologic Signs of Kidney 
AWMOIS) Fe BAICKEL «500i. cosas ees sees 


Bladder, Urethra, and Penis 


New Concept of Vesical Innervation. Lowrain E. 
McCrea and DonaLp L. KIMMEL ............ 


Genital Organs 


Changes in the Tissue of Prostatic Cancer After 
Treatment with Female Sex Hormone. ROBERT 


Total Adrenalectomy for Reactivated Carcinoma of 
the Prostate. J. HARTWELL HARRISON, GEORGE 
W. Torn, and DALTON JENKINS............ 
Treatment of Testis Tumors Based on Their Patho- 
logical Behavior. W. F. LEADBETTER......... 


Miscellaneous 


Rhabdomyomatous Tumors of the Urinary Bladder 
and Prostrate. W. J. HANBURY.............. 


272 


272 
273 


276 


276 


SURGERY OF THE BONES, JOINTS, MUSCLES, 


TENDONS 


Conditions of the Bones, Joints, Muscles, Tendons, Etc. 


Problem of Painful Shoulder. Mark B. Coventry. 
Scapulohumeral Periarthritis. Supraspinatus and 
Biceps Brachii Syndromes. Mauricio IELpo... 
A Case of Early Volkmann’s Ischemia Following 
Posterior Dislocations of the Elbow Treated Suc- 
cessfully by Arteriectomy. H. K. SARKAR..... 
Thrombectomy in Volkmann’s Contracture. Dean 
K. CrysTAL, ERNEST BurRGEssS, and CLAYTON 
MANGEMAN isis adie csccasaceatascomreacwees 
Tendinitis of the Insertion of the Common Extensor 
Tendon of the Finger. MICHAEL BURMAN..... 
Deformities of the Hand Incidental to Pathological 
Changes of the Extensor and Intrinsic Muscle 
Mechanisms. J. LEONARD GOLDNER.......... 


Osteoid Osteoma of the Lamina and Its Treatment. 
By Pr OUION 6 oS oasis Sisinesdb Heiseenetanan ened 


Necrosis of the Lunate Bone. (Kienbock’s Dis- 
ease). D. PoGLaAyEN and H. B. NEvinny- 
RNG crnn nan snes aA ae iw Wises 

Percutaneous Anterior Cervical Angiography; 130 
Cases. The Technique and Principles of Film 
Interpretation. P. SERGENT, J. RoucERiE, B. 
PERTUISET, and D. Petit-DUTAILLIS. . , 

Roentgen Therapy of Peritendinitis Calcarea of the 
Shoulder. A Study of 220 Cases with Late Re- 
sults. Emi A. KratzMaAn and Rosert S. 
INS 55 ES ent ces ROSE RAN 


278 


278 


279 


279 


280 


280 


281 


281 


306 


Surgery of the Bones, Joints, Muscles, Tendons, Etc. 


Surgical Management of Shoulder Girdle Syndromes. 
PERE WW MUORD YR is 05.09 ei c ities oe eee es 
Coxa Vara Infantum. Treatment and Results of 
Treatment. KurT JOHANNING............... 


Hip Arthroplasty with Acrylic Prosthesis. SvEN 
K 


Shelf Operation in Congenital Dysplasia of the Aceta- 
bulum and in Subluxation and Dislocation of the 
Hip. GuNNAR WIBERG.............0..00000e 

Late Results of the Combined Ankle Arthrodesis by 
the Spitzy Method. J. MACHACEK............ 


Fractures and Dislocations 


Animal Experiments Dealing with the Histomechanical 
Considerations of Callus Formation. Criticizing 
the Theory of Krompecher. RuETGER HASCHE- 
KLUENDER and HEr1nz GELBKE............... 

Reactive Changes of Tissues in Intramedullary Nail- 
ing. R. HASCHE-KLUENDER................. 

Intramedullary Fixation in Fractures of the Hand 
and Fingers. F. H. Vom SAAL............... 

Late Results of Compound Fractures of the Tibia in 
Battle Casualties Treated in a Penicillin ‘wn 
M. E. Frorey, J. S. JErrrey, R. W. 

Booms, end B.C. TOPO... 5c ccc ccccess 

Operative Versus Conservative Treatment of Club- 
foot. JOHANN BOESCH ...................6-- 


Orthopedics in General 


Experimental Observations of the Hormonal In- 
fluences on the Growth of the Long Bones. A. 
BatssET, L. Douste-BLazy, P. MONTASTRUC, 
H. PLanes, and J. FIRENQUE................ 

Normal and Pathologic Histochemical Study of Con- 
nective and Synovial Tissue. Fritz ScHayowIcz 
and RoBERTO E. MANCINI..............--05. 

Experimental Investigation of the Tissue Reaction 
to Acrylic Plastics. E. HENRICHSEN, K. JANSEN, 
and W. KRroGH-POULSEN.............0000005 

Report of a Case of Traumatic Bone Sarcoma. FELIX 
PE SEON SEN GRTOR 5. f0s55 6: sicecauineicirn essa haute slater? 81a08 0s 

Secondary Shrinking Foot Resulting from Primary 
Leg Pathology. F. ENDLER.................. 


281 


282 


283 


283 


284 
284 


284 


285 


285 


286 


286 


287 


287 


SURGERY OF BLOOD AND LYMPH SYSTEMS 


Blood Vessels 


Considerations on the Postoperative Tone of the 
Blood Vessels of the Extremities After Sym- 
pathectomy. H. KEysser.........66s0000+ 

Arterialization of the Coronary Sinus. C. P. 
BatLey, G. D. GECKELER, R. C. TRUEX, W. 
Lixorr, N. A. ANTontIus, A. W. ANGULO, H. P. 
REDONDO-RAMIREZ, and W. NEPTUNE......... 

Homologous Arterial Grafts and Autogenous Vein 
Grafts Used to Bridge Large Arterial Defects in 
Man. Cart W. HucGHeEs, Epwarp J. JAHNKE, 
TG GAMINE ENON iy css ance scarecs. etter ecw acwecb es 

The Influence of Diameter Disproportion and of 
Length on the Incidence of Complications in 
Autogenous Venous Grafts in the Abdominal 
Aorta. Everett J. Scumitz, Epmunp A. 
Kanar, LestER R. SauvaGeE, Epwarp H. 
STorER, and Henry N. HARKINS............. 


236 


245 


246 








INTERNATIONAL 


Dolichomegaloartery, a Segmental Arterial Anomaly. 

L. Paropi and A. GUFFANTI...............-. 289 
Traumatic Saccular Aneurysm of the Thoracic Aorta. 

R. K. HoLtincswortu, WILLIAM W. JOHNSTON, 

and James F. McCooEy.................... 289 
Conservative Surgical Treatment for Arteritis of the 

Lower Extremity, Sympathectomy, and Adrenal- 

ectomy: Surgical Results During a 4 Year Period. 

J. Ducuinc, A. ENJALBERT, A. GEDE£ON, and R. 


MUOUINN Soc ccen orcs ds capaedecaneanne wuss 290 
Treatment of Chronic Obliterative Arterial Disease 

with Venous Autografts. E. MALAN.......... 290 
Free Autogenous Vein Graft to the Internal and Com- 

mon Carotid Arteries in the Treatment of Tu- 

mors of the Neck. JOHN J. CONLEY........... 290 


Electron Microscopic Structure of the Collagenous 
Fibers of Lyophilized Arterial Segments. A. 
BONANOME and R. BEGANI............-.0+5: 291 

Phlebography in the Study of Chronic Venous In- 
sufficiency of the Lower Extremities. A. VEN- 
MUINE Fh ecasinieune ws don wadeesceneeesuases 291 

Dynamic Phlebography. O. GrruzzI.............. 292 

Transmedullary Phlebography. Nicota D1oGuARDI. 292 

Experimental Studies on the Ligation of the Inferior 
Vena Cava. R. Rossi and M. SERVELLO...... 293 

Thromboembolism as a Result of Excessive or De- 
ficient Neurohormonal Regulation. P. SEuLT- 
BERGER, H. PETERS, and H. DOERING......... 293 

Therapeutic Considerations for Venous Thrombosis, 
Thrombophlebitis, and Postphlebitic Sequelae. 

IP. GuGEIORME x o-oo sos ccc vexenewe ce weceones 205 


Blood; Transfusion 


Kidney Damage as a Result of Blood Transfusions 
with Incompatible Blood. D. ZoEDLER........ 


269 
Reticuloendothelial System 


Malignant Giant Follicular Lymphoma or Brill-Sym- 
mers Disease. J. BoussER and J. FROMENT- 
Dupré 


Lymph Glands and Lymphatic Vessels 


Radium Treatment of Lymphogranulomatosis. N. 
INIEOROU gps. corn iced ans Slee wea eee weal excel aie 


SURGICAL TECHNIQUE 


Operative Surgery and Technique; 
Treatment 

Rupture of the Heart During Cardiac Massage. 
Exxiott S. Hurwitt and BERNARD SEIDENBERG 297 


Ischemic Contracture, Local, in the Hand. STERLING 
UII Di coaacerare Sec wos ms wuss Sieecweennalates 297 


Postoperative 


Antiseptic Surgery; Treatment of Wounds and In- 


fections 
Problems with Trauma to the Hand. J. Epwarp 
MINED Nacht peso oon one acnts Qwica reerted 297 
Recent Aspects of Treatment of Fresh Burns. M. 
PREOII 5 o.oo os keen cewek cae oak eee 298 


ABSTRACTS OF SURGERY vii 


The Treatment of Tetany in Infancy. E. SEGAGNI 
RE Se AROMROs o oiviacixneidiae da cnsincwines 298 
Neurological Complications Following Antirabies 
Vaccination. E. APPELBAUM, M. GREENBERG, 
SIM De NBER a. o26 65 cece vecades cance ecades 299 


Anesthesia 


An Analysis of 166 Observations of Controlled Hypo- 
tension. E. Kern, M. ScHwartz, L. BATAILLE, 
MAT Ee DUNNE ooo Sie cx cua ead ncreeee 299 
Reduction of Bleeding by the Technique of Con- 
trolled Hypotension. A Study of 72 Cases of 
Which 45 were Pelvic Operations. J. LASSNER. 
Evaluation of Trichlorethylene as an Anesthetic and 
Analgesic Agent. Wittiam K. Nowitt, C. 
RONALD STEPHEN, and PAuL W. SEARLES..... 
Clinicopathologic Studies Associated with Xenon 
Anesthesia. CHARLES B. PITTINGER, JACK 
Movers, Stuart C. CULLEN, RoBERT M. 
FEATHERSTONE, and ErwIn G. Gross......... 301 
Hexamethonium in Neurosurgery. G. VouRC’H.... 301 
Preliminary Results with Hexamethonium in Anes- 
thesia for Surgery of the Heart. N. DuBoucHET, 
B. I. Latscua, and J. PASSELECQ............. 301 


300 


300 


Surgical Instruments and Apparatus 


A Compatible Solution for Administration with 
lood. Donatp F. Buscuite and MEYER 


PHYSICOCHEMICAL METHODS IN SURGERY 


Roentgenology 


Roentgenographic Diagnosis of Tumors of the Jug- 
ular Glomus. Paut A. RIEMENSCHNEIDER, 
Gorpon D. Hoopre, Daviy BREWER, DAvip 
Jones, and ARTHUR ECKER.................- 233 
A Radiologic Study of the Emptying of the Gall- 
bladder in Normal Subjects. J. P. Lopes 
PonTEs and NICOLA CAMINHA............... 255 
Considerations with Reference to Suppurations of 
the Gastric Wall. Clinical, Anatomical, and 
Roentgenologic Contribution. Mario Cam- 
PEAWO ie o:ccrscusacvenace ee wauntosnreaaeas 259 
Is There Damage from Salpingography with a Water- 
Soluble Viscous Contrast Media? H. BuRGER.. 261 
Phlebography in the Study of Chronic Venous In- 
sufficiency of the Lower Extremities. A. VEN- 
MOMENI «caro aan 4 seen nade asestaeueeks 291 
Dynamic Phlebography. O. GrruzzI.............. 292 
Transmedullary Phlebography. NicoLaA DioGUARDI. 292 
Carcinoma of the Breast; Roentgenographic Tech- 
nique and Diagnostic Criteria. J. GERSHON- 
CoHEN and HELEN INGLEBY................. 
Bronchography in Chronic Lobar Collapse. RicHARD 


393 


Cy I a eieck ids cinnveutonsncanennneds 303 
Thoracic Aortography After Direct Puncture of the 

Aorta from the Jugulum. INGMAR WICKBOM... 303 
The Pneumomediastinum: Technique and Findings. 

V. PETTINARI and M. BACCAGLINI............ 304 


Tomography Applied to the Posterior Pneumomedi- 
astinum in the Diagnosis of Diseases of the 
Mediastinum. S. LENTINI................... 








viii INTERNATIONAL ABSTRACTS OF SURGERY 


Abdominal Arteriography. A. Review with an 
Analysis of 17 Cases. DAvip SHAPIRO......... 
Roentgen Diagnosis of Intra-Abdominal Hernia; An 
Evaluation of the Roentgen Findings. A. 
PUSTIN WHATAMS.. «.o:5:0:5.6:0:0:0:5 sin:0 0:0 vine eee 
Roentgen Diagnosis of Acute Pancreatitis. CL. 
Ottvier, H. WELTI, and N. ARVAY........... 
The Roentgenologicomorphologic Signs of Kidney 
PAGPRORS. IRS RARGREE 6 6 010 3 0:5: 9.9:5 4 y9:48s 060m ap0re' 
Percutaneous Anterior Cervical Angiography; 130 
Cases. The Technique and Principles of Film 
Interpretation. P. SERGENT, J. RouGERIE, B. 
PERTUISET, and D. Petit-DUTAILLIS.......... 
Transverse Axial Tomography. Cu. GERNEZ-RIEUX 
RNG SOND so siases Cs eN SiG sie da een o ES 
Death Following Contrast Injection into the Thoracic 
Aorta. INGMAR WICKBOM................6-5 
Roentgen Therapy of Peritendinitis Calcarea of the 
Shoulder. A Study of 220 Cases with Late Re- 
sults. Emi A. KratzMaAN and Rosert S. 
SC ps ey er cere ene ny eee 
Radiotherapy in Breast Cancer. The Dose-Time 
Relationship: Theoretical Considerations. L. 


Radiotherapy in Breast Cancer: Practical Applica- 
tions and Management. M. P. SHAPIRO....... 


304 


395 
395 


306 


306 


306 


397 


3°7 


397 


Radium 


Radium Treatment of Lymphogranulomatosis. N. 
INICOROV Os Seog Von cceeislah ce Ascolese pe eels 308 

Clinical Results Following Different Methods of 
Radium Application Used in the Treatment of 
Cervical Cancer from 1921 to 1947. Mac- 
DoNALD BONEBRAKE, ALFRED I. SHERMAN, 
MicuEt TErR-Pocossian, and A. NORMAN 


PUMIBONG cha cacr vin Ro eee Pee Chee ee eave 308 
MISCELLANEOUS 
Clinical Entities—General Physiological Conditions 
Causalgia. W. F. SUERMONDT...........02eeeeees 310 


Endocrine Factors in Cancer. CHARLES HUGGINS... 310 
Multiple Primary Spontaneous Healing of Squamous 

Cell Carcinomas of the Skin. A. R. Currte and 

J PRRGUBONIOMIDE << 5:5. pie 0/0: arecsyoy:tccn steele 312 


Experimental Surgery 


Experimental Renal Transplantation: Effect of 
Nitrogen Mustard, Cortisone, and Splenectomy. 
ROGER BAKER, ROBERT GORDON, JOHN HUFFER, 
and GeorGcE H. MILLER, JR.............0.05- 312 





INTERNATIONAL ABSTRACTS 
OF SURGERY 








VOLUME 97 SEPTEMBER, 1953 NUMBER 3 





ALIGNANT melanomas, composed 
of cells called melanoblasts (cells 
capable of producing melanin), all 
cause death primarily through me- 

tastases. They have long been considered among 
the most malignant lesions found in man, and they 
metastasize through the lymph and blood. While 
relatively rare, few tumors have provoked more 
discussion as to origin, histogenesis, and treat- 
ment. Ewing believed that these tumors were one 
of the most interesting topics in oncology because 
of the obscure conditions of their origin, the phy- 
siological properties of the chromatophores of the 
animal kingdom, the eccentricities of their clinical 
course in man, and their interesting history. 
Theoretically, they may arise from any point in 
the body having melanoblasts. Many of the loca- 
tions described undoubtedly are in error, the 
lesions thus located merely being metastases in 
patients in whom the primary tumor was not 
found. 

The purpose of this article is to review the gen- 
eral subject of malignant melanomas of the skin 
and mucous membrane and to summarize the 
findings and course of these tumors as found in the 
patients treated at the University of Minnesota 
Hospitals since 1932. The series is not sufficiently 
large to be statistically significant, but certain 
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general conclusions may be drawn as to the pro- 
phylaxis and method of treatment likely to pro- 
duce the greatest survival rate. 

Few malignant neoplasms arise with such fre- 
quency from pre-existing benign-appearing lesions. 
Since nearly 80 per cent of these tumors are lo- 
cated on the surface of the body, malignant 
changes should be detected in an early stage. 

Various estimates of the number of malignant 
melanomas arising from pre-existing nevi range 
from 32 to 65 per cent (Butterworth and Klauder, 
Bell, Pack and Livingston, Webster). Malignant 
melanomas comprise about 2 per cent of the 
malignant tumors of the body and about 20 per 
cent of the cutaneous tumors. By far, the major- 
ity of these tumors arise on the surface of the 
body; therefore, they offer the greatest opportu- 
nity for early diagnosis and treatment. In spite of 
these facts, malignant melanomas are among the 
most dreaded and have long been considered as 
one of the most lethal of all neoplastic diseases. 
(Bloodgood reported an experience with 80 pa- 
tients over a 5 year period with only one 5 year 
survival.) This grim outlook has been much im- 
proved-upon in recent years (Adair, Affleck, de 
Cholnoky, Pack and Livingston). Further im- 
provement can be made with present methods of 
treatment only if, when the patient presents him- 
self for the first time, a determined effort is made 
to use the prophylactic procedures for removal of 
potentially dangerous nevi and to institute early 
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and sufficiently radical treatment for the malig- 

nant lesions. The following is a compilation of the 

general beliefs of present and past investigators of 

this subject. 
HISTORICAL 

Undoubtedly these tumors, because of their 
striking black appearance, were known long before 
they were recorded. As is true of many other 
lesions, Hippocrates is generally given credit for 
having made the first written observations of 
these tumors (de Cholnoky). Laennec and Dupuy- 
tren published treatises on the “‘melanose” almost 
simultaneously in 1806. Melanomas had been de- 
scribed in horses late in the eighteenth century. 
Carswell (de Cholnoky) first used the term mela- 
noma in 1836. F. Muller spoke of ‘carcinoma 
melanodes.”’ The term melanoma is nonspecific, 
simply meaning black tumor, and actually does 
not signify malignancy or benignancy. The term 
benign melanoma, or simply melanoma, has now 
been generally accepted to mean the benign nevus. 
Pack and Livingston, however, use the term mela- 
noma to designate all malignant tumors derived 
from melanin-producing cells, or cells capable of 
producing melanin, namely ‘“‘melanoblasts.”’ They 
designate the precursor lesions as pigmented nevi. 

In view of the confusion in the literature as to 
the nomenclature, classification, and origin of 
these tumors, a brief review seems to be in order. 
A generic name for the entire group of malignant 
lesions is melanoblastoma. 

Among the names used for the malignant tu- 
mors may be listed melanosarcoma, melanocar- 
cinoma, melanoepithelioma, chromatophoroma, 
melanoendothelioma, malignant melanoma, mela- 
noblastoma, and carcinoma melanodes. 

Bell believes that the tumors arise from the 
melanoblasts, but uses the term malignant mela- 
noma rather than melanocarcinoma or melanosar- 
coma because the origin of the melanoblasts has 
not been definitely determined. 


ORIGIN AND CLASSIFICATION 


To understand the origin of the melanoma it is 
necessary to know its precursor, the nevus. Nevus 
simply means mark or blemish; this term is often 
used to mean birthmark. A so-called mole is a 
nevus which may consist of a localized pigment 
deposit or may have, in addition, hypertrophy of 
the papillae, the hair, and of the connective tis- 
sues. Traub and Keil use the definition of Darier, 
namely, a nevus is a circumscribed deformity of 
the integument of embryonal or evolutional ori- 
gin, which may be congenital or which may ap- 
pear at any subsequent period during life. This 
definition may apply to many conditions. One 
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patient may have a common mole, von Reckling- 
hausen’s disease, and an angioma. According to 
Pack and Livingston, hairy moles may be con- 
genital or acquired. Traub and Keil believe that a 
malignant melanoma is always a carcinoma al- 
though it may occasionally resemble a sarcoma. 
They suggested the following classification of 
moles on the basis of the histological structure: 

1. Intraepidermal nevus. This is essentially a 
clinical type since histologically no nevus cells are 
found and only the history and clinical picture 
suggest the nevic origin. Two clinical examples 
are: 

a. Nevus verrucosus, or warty nevus—a pig- 
mented lesion with an irregular or wartlike 
surface produced by hypertrophy of the 
dermal papillae. The epidermis covering it 
is usually hyperkeratotic. 

b. Nevus verrucosus linearis—a linear nevus 
consisting of papillary or warty lesions de- 
veloping in lines or streaks which frequently 
follow the distribution of nerves. They may 
be congenital or may develop during youth. 

2. Intradermal Nevus. Two clinical examples 
are given as follows: 

a. Cellular nevus, verruca mollis, soft wart, or 
“common mole” a cellular nevus character- 
ized histologically by the intracutaneous 
arrangement of nevus cells in special config- 
urations (nests, bands, and strands). They 
may, or may not contain melanin. Traub 
and Keil believe that this lesion is different 
from the malignant melanoma type, and that 
a malignant melanoma rarely arises from a 
pre-existing mole. 

b. Nevus pigmentosis and pilosus, or hairy 
nevus—a pigmented nevus covered with a 
variable amount of downy or stiff hair and 
elevated above the surface by an irregular 
hypertrophy of the papillae and the presence 
of nevus cells. 

3. Junction, or borderline nevus—premalig- 

nant type. A clinical example follows: 

a. Nevus spilus, or macular nevus—a 
smooth, flat, pigmented lesion devoid of 
hair. 

4. Combination type of nevus—this histologi- 
cally represents a combination of one or more of 
the previous types. 

5. Blue nevus—a steel blue, mottled blue, or 
blue-black circumscribed round nodule, usually 
smaller than 2 cm. in diameter, situated deep in 
the corium and covered by smooth, transparent 
epidermis. It is histologically related to the mon- 
gol spot occurring in infants. The tumor is com- 
posed of thin ribbonlike cells of mesoblastic or 
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connective tissue origin. These nevi are usually 
separated from the overlying epidermis by normal 
cutis. This nevus is usually benign, but clinically 
resembles the malignant melanoma more than 
any other nevus. When it becomes malignant, it 
usually behaves more like a sarcoma in that it 
metastasizes diffusely through the blood stream. 

There are several requirements for the diagno- 
sis of a malignant melanoma. Traub and Keil list 
the following: 

1. ‘“Trickling off” and the segregation of cells. 
This is one of the principal changes and is 
found without difficulty. 

2. The presence of clear cells. 

3. Mitotic figures which generally are readily 
found. 

4. Variably sized and shaped pigment cells. 

5. Chronic inflammation. 

Bell makes the histological diagnosis on the 
basis of an increase in cystoplasm, hyperchroma- 
tic nuclei, and mitoses. If only a small amount of 
melanin is present it is best seen in unstained sec- 
tions. It may be difficult to differentiate an old 
organized hematoma unless a hemosiderin stain is 
used. An alveolar arrangement is often seen 
(formerly called alveolar sarcoma). 


HISTOGENESIS 


The true nevus is a tumor of the tactile end- 
organ. The nevus cells in the corium have abun- 
dant nerve connections. In the course of their 
development they may naturally produce the 
neisserian corpuscles. This may occur in some 
malignant melanomas as well as in the benign 
neuronevi. Normally, nonmedullated nerve fibers 
ramify in the epidermis and communicate with the 
tactile end-organs (Merkel-Ranvier corpuscles). 
The neoplasia may take place in the epidermis, so 
that the nevus or melanoma may be strictly intra- 
epidermal in its primary origin. The nevus cells 
are melanoblastic and may or may not produce 
melanin. Melanin pigment production has been 
considered a function of the nervous system. In 
lower animals this function is under voluntary 
control, as the production of melanin in the ink 
sacs of the cuttle fish and squid, and the changing 
color is suitable to the environment in various 
lizards and fish. 

Pigmented nevi and melanomas undergo both 
functional and morphological variations. The 
functional differentiation is toward the production 
of pigment and the morphological change is to- 
ward the production of tactile corpuscles, al- 
though these are imperfectly formed. 

There is much microscopical and clinical evi- 
dence to substantiate the neurogenic theory of the 
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origin of melanomas. Selective silver staining and 
Bloch’s dopa reactions offer some of the most con- 
vincing proofs of this theory. 

The melanin pigment was at one time thought 
to originate from hemoglobin pigment. Later it 
was found that there was no iron in the compound 
melanin and that the hemoglobin was present be- 
cause of extravasation of blood into the tumors. 
Melanin is a compound nitrogenous substance 
containing carbon, hydrogen, and oxygen. The 
exact amounts of each have not been determined. 
This is due to several factors: the inability to 
separate tissue proteins from the melanin, the 
minute quantities present in tumors, and the fact 
that melanin is not a crystalline substance. Mela- 
nin is thought to be a pyrocatechol closely related 
to epinephrine. Thormahlen was one of the first 
clinicians to report the phenomenon of melanuria; 
he believed the dark color was due to oxidation of 
the mother substance of the black pigment. 

Melanuria may occur even though the tumor 
appears to be free of melanin. Usually the lack of 
melanuria is an indication that the tumor is still 
localized. However, all tumors do not secrete 
malinin, and melanuria may occur without a 
malignant melanoma when a massive breakdown 
of protein is occurring in the body. Some observ- 
ers have felt that melanuria requires liver metas- 
tases. Pack and Livingston do not substantiate 
this in their series. 

Nonspecific irritants are capable of producing 
localized areas of pigmentation in the skin. Exam- 
ples of this are seen in the pigmentation spots 
around lice bites, arsphenamine dermatitis, sclero- 
derma, lymphogranuloma, and varicose veins. 
There have been reports of melanomas arising 
around the site of needle punctures. 

The function of melanin in man is believed to be 
almost entirely protective. The pigment is 
thought to be produced to protect the sensitive 
terminal nerve endings of the skin from the actinic 
rays. This process is developed to the highest 
degree in the negro. 

Certain plants have been found to contain oxi- 
dizing ferments capable of producing melanin 
from certain benzene ring compounds. Tyrosinase 
was found to produce melanin from tyrosine. Von 
Furth theorized that melanin is formed from the 
cells by the action of tyrosinase. He found this 
enzyme present in the ink sacs of the cuttle fish 
and noted the close relationship of the colored 
compound to melanin. It remained for Bloch to 
discover the dopa reaction. He used various com- 
pounds to stain fresh frozen sections of skin. One 
of the compounds used was 3,4 di-oxyphenylala- 
nine (dopa), a phenol extracted from the horse or 
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broad bean. He found that in certain cells in the 
basal layer of the skin this compound stained 
minute particles of granules a golden brown. He 
thought that the dopa reacted with an intracellu- 
lar oxidizing ferment in the melanoblasts and pro- 
duced a pigment similar to melanin. He also 
thought that there was a colorless compound cir- 
culating in the body and that this substance, 
closely related to dopa, was a pyrocatechol deriva- 
tive. He believed that this substance was acted 
on by the oxidizing ferment of the melanoblasts. 
The only known physiological pyrocatechol com- 
pound in man is epinephrine. Many workers be- 
lieve that the brownish pigment in Addison’s dis- 
ease is due to the action of the oxidizing ferments 
of the melanoblasts on an excess of the circulating 
mother substance of epinephrine. This excess is 
present because the adrenal glands are unable to 
synthetize epinephrine from the mother sub- 
stance. The dopa reaction is specific for melano- 
blasts. It must be used on fresh tissue. 

The origin of the melanoblasts has not yet been 
proved. As has been stated, the production of 
melanin is thought to be a function of nerve tissue 
origin. Associated with the previously mentioned 
Meissner’s corpuscles and Merkel-Ranvier cor- 
puscles are certain chromatophores known as the 
cells of Langerhans. According to Masson, a 
melanoma is merely a proliferation of the entire 
end-organ. This theory is compatible with both 
the epithelial and chromatophore theories of ori- 
gin and is in line with the pigmented spots found 
in the skin in neurofibromatosis. 

Nevus cells produce melanin and give a positive 
dopa reaction, and they are thought to be altered 
melanoblasts. Peck believes that the basal layers 
of the skin give the dopa reaction and that the 
dendritic cells (melanoblasts) are merely altered 
basal cells. Becker is just as positive that the 
dendritic cells are a separate cell type and has 
never seen a typical basal cell that gave a positive 
dopa reaction. 

Heim has made a rather complete list of the 
opinions as to the origin of the malignant mela- 
noma cells, He has added the following to a table 
of Dalla Favers previously modified by H. Baxter: 

1. Epidermal origin—Durante, Unna (1893), 
Gilchrist, Whitfield (1900), Kromayer, Krom- 
pecher, Marehand, Abbaser, Broders and Mac- 
Carthy, Peck, Block, Miescher, Kreibich. 

2. Mesodermal origin. é 

(a) Young connective tissue cells—Simon, 
Virchow, Riecke. 

(b) Proliferation of lymphatics—von Reck- 
linghausen (1882), Lubarsh, Herr- 
heimer. 
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(c) From endothelium and perithelium of 
the blood vessels—Peck, Jadassohn. 

(d) From sheaths of nerve fibers—Loldan, 
Foot. 

(e) From the pigmented primitive layer—a 
vestigial organ—Acton (1922). 

3. Origin from specially characterized cells of 
mesodermal origin called chromatophores—Rib- 
bert (1897), Lymmerx. 

4. Origin from the entire end-apparatus of the 
sensory nerves of the skin, especially the cells of 
Meissner’s corpuscles in the dermis—Masson, 
Ewing, Ebter (1938), Pack, Laidlew, Stout, 
Becker (1941), Foutrer. 

Foot confirmed Masson’s work which demon- 
strated that nevi are the neuromas of the tactile 
end-apparatus. 

Ewing has outlined a list of opinions as to the 
origin of the melanoblasts. It somewhat overlaps 
the previous list with a few variations. It is con- 
tended that melanoblasts are derived from the 
following: 

1. Exclusively from mesoblastic chromato- 
phores (Ribbert). 

2. Exclusively from epithelial cells and epi- 
thelial chromatophores (Post, Wieting, Hamdie, 
Favara). 

3. From nerve cells in the skin and mesoblastic 
chromatophores in the choroid and meninges. 

4. From endothelial cells of blood and lymph 
vessels, or they are the result of nerve disturb- 
ances. 

5. From chromatophores, tactile corpuscles, 
and nerve cells forming the end-apparatus of 
cutaneous sensory nerves (Masson). 

Pack and Livingston state that neuromas and 
neurofibromas are occasionally seen close to, or 
intimately associated with, nests of nevus cells. 
Bizarre forms of tactile corpuscles have been re- 
produced by nevus cells and found in the sub- 
stance of these tumors. 

Nonpigmented melanomas and neurogenic sar- 
comas are often confused grossly and microscopi- 
cally. Pack and Livingston believe the two may 
coexist in the same patient. They had several pa- 
tients with huge congenital nevi who were also 
affected with neurofibromatosis. This hypothesis 
is given further credence by the nerve distribu- 
tion of the linear nevus and the neuropathic 
papilloma. 

Montgomery and Kernohan believe there are 
dual origins of the melanoblasts, namely, meso- 
dermal and ectodermal. They believe the mela- 
noblasts of the blue nevus and the Mongolian spot 
are of mesodermal origin, while the melanoblasts 
of the benign nevus and the malignant melanoma 











STEWART EL AL.: 


are of ectodermal origin, either epidermal or 
neurodermal. They were able to confirm a nerve 
origin in only 15 per cent of 460 cases. 

Becker disagrees with the prevailing opinion 
that the malignant melanoma can arise from pre- 
existing nevi. Montgomery believes that from 30 
to 60 per cent of malignant melanomas develop 
from pre-existing nevi. Bell believes that 50 per 
cent of those of the skin arise from pre-existing 
moles. Other authors have varying figures— 
Kumer, 32 per cent; Boyd, more than 50 per cent; 
Driver, 41 per cent; and Webster, 65 per cent. 
Traub and Keil made a survey by questionnaire 
and found that an overwhelming majority of 
nearly a hundred dermatologists denied having 
ever seen a malignant melanoma that had de- 
veloped from a pre-existing benign nevus. Their 
conclusion was that if such an event did in fact 
occur, it was exceedingly rare. 

This controversy becomes of greater importance 
when one realizes the incidence of moles in the 
general population. Nicholson believes that go 
per cent of the people possess pigmented moles. 
Pack surveyed several hundred people and found 
an average of 18 moles, the figure varying from as 
few as one or two to several hundred. When one 
considers the evidence that trauma plays a definite 
role in the change of a pre-existing benign mole to 
a malignant one (Bell, Adair, Pack and Livings- 
ton, de Cholnoky, Boyd, Brown and Byars, Scan- 
nell, Driver, Ackerman, and Regato), it is realized 
that it offers one of the greatest opportunities for 
cancer prophylaxis. 


THE ROLE OF TRAUMA IN THE PRODUCTION OF 
MALIGNANT MELANOMAS 


Laennec in 1806 noted a relationship between 
moles and malignant melanomas. Chronic irrita- 
tion, infection, and trauma seem to play a definite 
role in the production of malignant melanomas 
from pre-existing moles. Chronic irritation and 
trauma may consist of any of the following: irrita- 
tion from shoes, collars, corsets, suspenders, bras- 
sieres, washcloths, and corn plasters, and trauma 
from fingering because of habit, combing the hair, 
repeated pulling of hairs, scratches, lacerations 
(shaving), electrolysis, x-ray treatment, and in- 
adequate cautery of a mole with pastes, acids, and 
cautery. Infection seems to play an especially 
prominent part in the subungual melanoma (me- 
lanotic whitlow of Hutchinson). Following trau- 
ma, a paronychia develops and the course is then 
rapidly progressive. Hewer reported on 47 cases 
in negroes in the Anglo-Egyptian Sudan, and in 
these, 75 per cent of the lesions were on the legs or 
soles of the feet. Beckel found a history of trau- 
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Chemical relationship of tyrosin, epinephrine, and the 
melanins. 

Tyrosin acts as a mother substance of epinephrine. 
Melanin is a group name for condensation products not 
only of tyrosin, but also of others of the aromatic acids. 


ma, ulcer, or callus in 22 of 107 cases of melano- 
mas of the extremities. Sequeira and Vint re- 
ported on 482 malignant tumors in natives of Cen- 
tral and East Africa. Of these 482 tumors, 184 
were cancers of the skin and mucous membrane, 
130 were squamous cell carcinomas, 52 were 
malignant melanomas, and 2 were basal cell car- 
cinomas. These authors stated that malignant 
melanoma is the second most common skin can- 
cer. The foot was the most common site, 28 of the 
52 lesions being located there. These authors also 
reported another series of 15 melanomas, 11 of 
which were on the foot. Most of these tumors 
were on the sole of the foot, and therefore these 
authors believe trauma to be the prime causative 
factor. They claim that the melanomas they see 
are slower in growth and slower in metastasizing 
than the melanomas reported in Europe. 


TREATMENT OF NEVI 


There are definite indications for the prophylac- 
tic removal of certain nevi. This should be done 
before the age of puberty for reasons to be dis- 
cussed later. Lesions to be removed are those in 
locations subject to chronic irritation by clothing 
or occupation, those which are darkly pigmented 
(either brown, black, or bluish in color), and those 
which show any evidence of irritation or increase 
in size. Ackerman found the incidence of malig- 
nant change to be highest in the flat, hairless, soft 
brown, only slightly elevated mole. Large pig- 
mented lesions involving wide segments of skin 
should be removed in childhood hen the danger 
of malignant change is usually absent. These 
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Author packed eal Oldest | Average age 
Baxter | 54 2 — 85 yrs. | 46 yrs. 
Driver 60 3 yrs. | 78 yrs. | 24 over 40 yrs. 
(9 over 70 yrs.) 
Bickel 107 | 12 yrs. | 76 yrs. | 47.6 yrs. 
IM 44 | 21 yrs. | 76 yrs.| 50.5 yrs. 
\F 63 12 yrs. | 74 yrs. | 45.6 yrs. 
de Cholnoky | 117 | 43 yrs. (approx- 
| imate) 
Hintze | | | M 47.7 yrs. 
| | F 54.7 yrs. 
| 54.4 yrs. 
Darier, Butterworth and 
Klaud 50 | 17 yrs.| 75 yrs.| 49 yrs. 
Pack and Livingston 15 mos.| 98 yrs. 
Daland and Holmes 174 7 | 88 
Taussig and Torray 35 5 86 48.7 
Howes 32 | 22 80 52.4 
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lesions may be removed serially or with skin graft- 
ing. If no graft is to be used a wide segment may 
be removed from the center of the lesion in the 
shape of an ellipse, so that the resultant scar is a 
linear one in the center of the remaining nevus. 
After a suitable interval, this procedure is re- 
peated with the second ellipse containing the pre- 
vious scar. This procedure should never be done 
after puberty for reasons to be discussed later. In 
the final stage the presence of a linear scar is the 
only remaining evidence of the previously exist- 
ing lesion. 

Nevi are radioresistant and should never be 
treated by any form of radiation or radium ther- 
apy. There is also a definite danger in treating 
nevi with the electrocautery or electrodesiccation 
unless the operator is radical in his treatment, 
since inadequate treatment has been a rather fre- 
quent cause of transformation into a malignant 
melanoma. 

The proper treatment is wide excision. A lesion 
adequately excised does not recur as a melanoma. 
The common belief to the contrary is explained by 
the fact that the patient had the lesion removed 
because of some change in the lesion, and this is 
usually an indidation that the lesion has already 
changed to a malignant melanoma. 
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AGE INCIDENCE OF MALIGNANT MELANOMAS 


It may be stated that these tumors may be 
found in patients of all ages. Parkes-Weber re- 
ported the case of a newborn baby which died be- 
cause of liver metastases due to a malignant mela- 
noma. The mother had died of generalized mela- 
nosis after delivery of the baby. The tumor cells 
were thought to have been transmitted through 
the placenta. On the other hand, Baxter reports a 
lesion in a patient 84 years old, and Pack and 
Livingston report the case of a patient 98 years of 
age. 

INCIDENCE OF MALIGNANT MELANOMAS 


Pack and Livingston state that these tumors 
constitute approximately 2 per cent of all malig- 
nant tumors and represent 20 per cent of the 
primary malignant tumors of the skin. Their in- 
cidence was 483 cases among 20,000 cases of can- 
cer of all parts of the body. Folgers found 20 
malignant melanomas among 2,274 malignant 
tumors in 18,113 cadavers (0.89%). Friedman 
reports 5 in 3,732 autopsies (0.13%), while Scan- 
nell found 5 among 18,752 new hospital admis- 
sions. Ackerman and Regato report 1 malignant 
melanoma for every 35 cancers of the skin. On the 
basis of the number of melanomas occurring in 
each 5 year age period, corrected for the number of 
people observed during these periods, it appears 
that the incidence of melanomas tends to increase 
each year until the normal life span has been 
reached. Pellar analyzed 1,047 cases of skin and 
lip cancer and found 43 (4.1 per cent) were malig- 
nant melanomas. He found the ratio of melano- 
mas to all cancers of the skin and lip to depend toa 
great degree on age, and that it decreased rapidly 
in older age groups. 

There were 20 cases of malignant melanoma in 
the armed forces during a total of 2,433,000 per- 
son years. This represents a crude melanoma 
rate of 0.82 per 100,000. 


SEX RATIO 


Ackerman and Regato found no significant dif- 
ference in the sex ratio. De Cholnoky believes 
that females are affected more frequently. In such 
a relatively rare tumor it is difficult to get signifi- 
cant statistics. However, from the information 
available, there appears to be no practical differ- 
ence in the sex incidence. 

Pigmented nevi may be recognized in the skin 
shortly after birth, but many are not found until 
after puberty. It is thought that those arising in 
later life were present from birth but only became 
visible after a period of increased growth. In 
spite of the rather frequent occurrence of pig- 
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mented nevi in infancy and childhood, malignant 
melanomas are rare before puberty. The cause is 
thought to lie in the endocrine stimulation occur- 
ring at this time, particularly that of the ovaries, 
testis, and pituitary gland, which has a great in- 
fluence on the pigmentary function. Pack and 
Livingston say they have never seen a malignant 
melanoma develop in a castrated person. There 
is some basis for this belief when one considers the 
transformation of pigmented nevi into malignant 
melanomas during pregnancy and their rapid dis- 
semination. The malignant melanomas of infancy 
and childhood, while microscopically indistin- 
guishable from those of adult life, are clinically of 
low grade malignancy and seldom metastasize. 
Only 1 child of 13 observed at the Memorial Hos- 
pital, New York, in the past 13 years, has died of 
generalized metastases. Approximately one-half 
of the melanomas in children contain giant cells 
(Spitz). 
HEREDITY 

The tendency to have multiple pigmented moles 
is hereditary and is similar to that of having other 
tumors of the peripheral nervous system—neuro- 
fibromas, and von Recklinghausen’s disease. Since 
nevi are hereditary and their distribution in the 
population is so general, practically all people pos- 
sess these potentially malignant tumors. 

Melanomas are comparatively rare in the negro. 
However, they have been reported as common in 
negroes in certain sections of Africa. When they 
occur, they seem to have a predilection for the 
soles of the feet where the pigment is much less 
prominent. Trauma probably plays a great role 
here, although it has been repeatedly observed 
that melanomas tend to develop more frequently 
in parts of the body with the least pigment, such 
as the soles of the feet, the oral cavity, and the 
subungual areas. 

Muelling believes that, in the negro, malignant 
melanoma is less commonly preceded by a known 
mole and is more apt to occur on the lower ex- 
tremity, especially the foot. 


DISTRIBUTION OF MELANOMAS 


The skin and eye account for over go per cent of 
the malignant melanomas. However, these tumors 
have been reported in almost all tissues of the 
body as primary tumors. It is difficult to believe 
that some of these reported primary tumors are 
not simple metastases in cases in which the pri- 
mary tumor was not found. This opinion was ex- 
pressed in 1893 by Lubarsch and Unna. They 
would not accept a tumor as being primary in any 
location except the eye or skin unless there was no 
other nevus or melanotic tumor anywhere on the 
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Author _ og Males po Females bo 
Pack and Livingston 483 266 55 217 45 
Butterworth and Klauder 50 29 58 21 42 
(collected) 582 307 §2.75| 275 47.25 
Bickel e¢ al. 107 44 41 63 59 
Daland (collected) 174 79 46 95 54 
Driver and MacVicar 60 33 55 27 45 
Howes and Bunkraut 32 14 44 18 56 
Taussig and Torrey 35 16 | 45 19 55 
Newell 19 | 55 16 45 
Peller 23 13 | 56 10 44 
Baxter 54 35 | 65 19 35 
Heim 31 17 | 5s _| 14 | 45 











body. Since almost every individual has at least a 
few nevi, this appears to be a rather impossible 
hurdle. While, undoubtedly, mistakes have been 
made in reporting primary locations other than 
the skin or eye, it has gradually become an ac- 
cepted viewpoint that other regions are the sites 
of primary tumors. Almost no organ in the body 
has been spared the accusation of being the pri- 
mary site of a melanoma. Some locations are: 
1. Optic nerve and conjunctiva (Posey) 
2. Esophagus (Jaleski, Moersch and Broders, 
Heim) 
3. Breast (Pack and Livingston, Affleck) 
4. Female genitalia (Wright, Pack and Livings- 
ton, Heim, this series) 


5. Oral cavity (Baxter; Adair, this series) 

6. Male genitalia (Pack and Livingston, this 
series) 

7. Nasal cavity (Bein, this series) 

8. Bladder (Wheelock) 

g. Peripheral nerves (Masson) 

10. Small intestine (Gordon) 

11. Ano rectum (Vickers, this series; Mosko- 


witz, Chalier and Bonnet) 
12. Ovary (Othen) 
13. Leptomeninges (Akelartis) 
14. Adrenals (Mac Lachlan) 
15. Lungs (Todd) 
16. Liver and gallbladder (Rosenthal) 
17. Ampulla of Vater (Cooks) 
18. Parotid gland (Heim) 
19. Urethra (Heim) 
Since the skin and eye account for practically all 
of the lesions, they properly claim most of the at- 
tention. The malignant melanomas of the eye 
have purposely been excluded from this discussion 
as they are very properly in the province of the 
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REGIONAL DISTRIBUTION IN PERCENTAGES 






























































ee and | de - > 
iving- * iter- a 
ston; Affleck |Driver pi ane Howes ad 
Adair y 
Head and neck | 20 23.7] 41.7. | 40 35.% 
Trunk 18.7 22.2 | 10 24.3 
Foot 16 23.3 
25.6 26 29.4 29 30 
Leg 8.7 13.3 
Hand 6 6.7 
23.8 15 | 10.9| 16 
Arm 6.5 5 
Eye 10.9 4.6 19 7 
Skin or breast z.3 
Male genitalia I 
Femalegenitalia} 3 
Oral cavity 1.3 
Undetermined 2 


























field of ophthalmology. There is an interesting 
distribution of nevi and melanomas of the skin. 
Their frequency is about equal on the face, neck, 
back, and upper arm. Melanomas, however, are 
frequently found on the sole of the foot and on 
the genitalia, while nevi are infrequent in these 
locations. This should be considered in the de- 
cision regarding removal of pigmented nevi in 
these locations. Moles are more common on the 
upper extremities, while malignant melanomas 
are more common on the lower ones. 

The heavily pigmented areas of the skin are the 
most frequent sites of melanomas. 


SIGNS OF CHANGE IN BENIGN MOLES 


All nevi should be suspected of malignancy 
when any of the following changes occur: 

1. Increase in size 

2. A change in color (especially an increase in 

pigmentation) 
. Ulceration 
. Infection 
. Hemorrhage 
. Increase in vascularity 

7. Elevation and enlargement of a flat lesion 

These changes may involve only a portion of a 
pre-existing mole. The increase in pigmentation is 
often an early sign of subsequent hyperactivity in 
another direction, namely, in the dangerous direc- 
tion of growth and multiplication. However, in 
the fully developed malignant melanoma, the ab- 
sence of pigment portends a poor outcome. 
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UNUSUAL TYPES OF MELANOMAS 


1. Malignant melanomas that metastasize with- 
out obvious change. 


Subsequent histological 
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examination of these moles reveals the typical 
picture of a malignant melanoma. Adair removed 
many benign-appearing moles incidentally during 
the course of other surgery. When these moles 
were examined, many were found to be micro- 
scopically malignant. 

2. Melanomas commencing with a thin layer of 
pigment on the skin without a palpable tumor. 
This phenomenon has been mentioned and is 
probably nothing more than the early sign of be- 
ginning hyperactivity. 

3. Melanomas arising on previously normal epi- 
thelium as a result of trauma. One such tumor is 
included in the present series; in this case the pa- 
tient suffered an abrasion when struck by a car. 
This ulcerated, healed, and then later was the site 
of a malignant melanoma. Melanomas are also 
reported as occurring quite often on the soles of 
the feet of certain tribes of negroes along the upper 
Nile. These melanomas apparently arise about 
thorns imbedded in the soles of the feet. 

4. Melanomas recurring locally after repeated 
excisions without any apparent tendency to me- 
tastasize. There is a case of this type in the pres- 
ent series—a melanoma of the cheek which was 
excised repeatedly because of recurrent growth. 

5. Metastatic melanomas in regional lymph 
nodes without signs of a primary tumor. The 
present series also contains a case of this type. 
Possibly these tumors arise in some deeper struc- 
ture. 

6. Melanomas excised with apparent cures and 
then followed many years later by evidence of 
metastases. Rullson reported a case of electro- 
desiccation of a changing congenital mole in the 
interscapular area followed by the appearance of 
axillary metastases 9 years and 3 months later. 
This was evidently a simple case of embolic tumor 
cells remaining quiescent for many years and be- 
ing stimulated to activity by unknown factors. 
Ocular tumors are especially prone to this mani- 
festation. Brown and Byars state that the local 
lesion may be “cured” and then the patient may 
die of metastases in any period from a few months 
to as long as 25 years. 


ROUTE OF METASTASES 


The majority of melanomas metastasize through 
the lymphatics to the regional nodes. The mela- 
nomas arising from blue nevi usually metastasize 
through the blood stream. Very vascular malig- 
nant melanomas may metastasize through the 
blood stream or even rupture into a blood vessel 
with subsequent vascular dissemination. Those 
of the eye apparently spread through the blood 
stream by invasion of the ocular vessels. 
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The local spread of skin melanomas takes place 
in the superficial and deep local lymphatics. This 
is the reason for the numerous satellite tumors 
surrounding primary malignant melanomas. These 
tumors are often palpable before they are visible. 

Metastases from tumors of the hands often 
travel directly to the axillary nodes and skip the 
epitrochlear nodes. Similarly, tumors of the feet 
often reach the inguinal nodes, skipping the popli- 
teal nodes. If the primary tumors are deep- 
seated, this “skip phenomenon” does not occur. 
Nonpigmented primary tumors may give rise to 
coal-black metastases. By the same token, coal- 
black primary tumors may give rise to nonpig- 
mented secondary lesions. When metastases occur 
in the adjacent skin in single or multiple patches, 
they are thought to be the precursors of wide- 
spread generalized metastases. The most hope- 
less type of case is that in which there is a sudden 
appearance of metastases in many parts of the 
body with or without evidence of visceral involve- 
ment. Byars and Brown believe that block dis- 
sections should be done in cases in which the 
drainage is predictable. Pack and Livingston 
also subscribe to this thesis. 


TREATMENT OF MALIGNANT MELANOMAS 


In the last analysis, the object of the clinical 
investigation of series of cases of tumors of all 
types is to analyze them with the hope of improv- 
ing the salvage rate of patients with such malig- 
nant lesions. As is true of so many cases of malig- 
nant lesions, when the results are poor, the meth- 
ods of treatment are legion. The two methods 
that appear to offer the greatest hope are the pro- 
phylactic removal of precursor lesions and radical 
surgery. 

1. Radiation therapy with radium and x-rays. 
Pack and Livingston report on 217 cases so 
treated. They state that 5 melanomas disap- 
peared and 41 diminished in size. A few radiolo- 
gists (Ellis, Evans, and Leucutia) have written 
of good response to irradiation, but even they are 
unable to report control of the highly malignant 
melanomas. Ackerman and Regato found that 
only 2 per cent of the lesions responded to x-ray 
treatment. This report was confirmed by many 
others (Pack and Livingston, Stenstrom, Fink, 
Rigler, McElvy, Baxter). 

The response to irradiation appears to be 
temporary. The only reported control of melano- 
mas was in cases in which the dose was sufficient 
to cause actual cautery and necrosis of the skin. 
Actual cautery would have attained the same re- 
sult with less pain, more rapid healing, and a bet- 
ter cosmetic result. X-rays and radium should be 


reserved for the nonresectable cases and for addi- 
tional therapy in cases in which it was not pos- 
sible to remove all the tumor by operation. Cer- 
tainly this therapy should not be withheld because 
of its usual ineffectiveness. Its use for prophylac- 
tic removal of benign nevi should be mentioned 
only to be condemned. Pack and Livingston do 
not believe x-ray or radium therapy has any 
place in the treatment of melanomas. 

2. Electroendothermic treatment. Berven of 
Stockholm’s Radiumhemmet reported a 30 per 
cent 5 year survival rate with recurrence in a 
group of patients treated by surgical endothermic 
removal of the tumor followed by intensive irradia- 
tion. The results were probably due to the ex- 
cision of the tumor rather than to the method 
or the subsequent irradiation. 

3. Surgical excision of primary melanomas. 
This method probably is the treatment of choice, 
whether the removal is by sharp dissection or by 
endotherapy. The primary consideration should 
be radical wide removal of tissue without too 
much concern regarding the repair of the defect. 
In this clinic there is a rather prevalent belief that 
the tumor excision should not be done by the 
same surgeon who is to repair the defect. After 
an adequate excision it is seldom possible to ap- 
proximate the wound edges primarily. A pre- 
liminary elliptical skin incision is made around 
the lesion, and the edges of the skin are under- 
mined for a considerable distance and then car- 
ried down to include the fascia overlying the 
muscle. This allows the surgeon to remove a 
greater portion of the subcutaneous tissue, fascia, 
and lymphatics, and still leave a skin defect that 
is not too great for relatively simple repair. 

For melanomas of the extremities, the dissec- 
tion is started proximally and carried out in the 
opposite direction to the lymphatic drainage. The 
general surgical principles of cancer surgery per- 
tain to the surgery of melanomas, namely, careful 
handling of tumor tissue without compression, 
control of venous oozing by compression alone to 
allow the veins to empty into the wound rather 
than into the general circulation, and dissection 
retrograde to the lymphatic flow. Melanomas on 
the fingers and toes are preferably treated by 
amputation since wide skin excision in these loca- 
tions is not feasible. For tumors elsewhere on the 
extremities, wide excision is done unless there are 
satellite nodules around the primary tumor. If 
secondary nodules are present, amputation is the 
treatment of choice. In these cases, regional node 
metastases are usually present. If cold knife 
surgical excision has been used, the resulting de- 
fect may be covered by a skin graft immediately. 
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If the endothermy method has been used, the 
grafting is done after suitable granulations have 
developed. Bickel, in his excellent review of 107 
cases of melanomas of the extremities, found a 
response to irradiation in only 1 of 15 so treated. 
The highest survival rate was obtained among the 
cases treated with wide excision plus regional 
node dissections. The discrepancy of this figure 
when compared with that of the series treated by 
amputation would probably be explained on the 
basis of the greater extent of the tumors in the 
second group. However, one fact is particularly 
significant; there were no 3 year survivals in the 
group treated by irradiation alone. 

4. Coley’s fluid. This solution of erysipelas 
and prodigiosin toxins has been found as ineffec- 
tive for melanomas as it has for other malignant 
tumors. Coley’s recorded results for the use of his 
fluid have not been achieved by later investiga- 
tors. 

5. Colloidal lead phosphate injections. Brown 
gave a total of 1,000 mgm. of lead intravenously 
in four courses over a period of 18 months for 
massive inguinal node metastases from a malig- 
nant melanoma of the toe. The large mass of 
nodes regressed and the wound, which had re- 
sulted from necrosis of the nodes, healed. The re- 
sults of Brown have not been duplicated by other 
investigators. 

6. Irradiation of the pituitary gland. This 
treatment was based on the belief that the growth 
of these tumors was tied in with the endocrine 
function. The basis for this belief was the change 
in growth of these tumors at the onset and after 
puberty. Wigby and Metz reported success in 1 
case, but others have been unsuccessful. Sten- 
strom and O’Loughlin each reported an unsuccess- 
ful attempt to control a melanoma by this method. 

7. Pastes and acids. This form of treatment 
should be mentioned only to be condemned. It is 
one of the most frequently listed among cases 
which have had insufficient treatment primarily. 
Brown and Byars reported 1 case so treated in 
which metastases occurred in 6 months, although 
the primary lesion healed temporarily. An excep- 
tion to this type of treatment is the chemosurgi- 
cal method recommended by Mohs. He uses the 
same method as previously reported for the treat- 
ment of epithelioma, with one exception—instead 
of discontinuing treatment when a melanoma-free 
level is reached, he continues it until a zone of tis- 
sue well beyond the level at which melanoma is no 
longer microscopically demonstrated has been re- 
moved. The purpose of the removal of this extra 
tissue is to eliminate the possible outlying foci of 
melanoma in the surrounding lymphatics. He re- 
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ported 5 year survivals in 7 of 12 patients so 
treated. This method is worthy of further study. 

8. Rabies vaccine. Pack reported on treating a 
patient with 14 injections of rabies vaccine follow- 
ing a dog bite. This patient had had a pretibial 
melanoma excised in May, 1940 and 6 weeks later 
was subjected to a groin dissection. In Septem- 
ber, 1942, three cutaneous melanotic nodules were 
excised from the same leg and thigh. The rabies 
vaccine was given in September, 1943. In April, 
1948 two additional nodules were excised. No 
further nodules were found up to the time of pub- 
lication of his article in November, 1950. This 
long span between the appearance of multiple 
metastases was so unusual that Pack administered 
rabies vaccine to 12 of his private patients with 
generalized melanomatosis. The dose was 20 con- 
secutive daily intramuscular doses of the Harris 
rabies vaccine. There was no change in the lesions 
of to of these patients. In 1 patient with general- 
ized elevated nodules, the lesions became macular 
and flat and no new nodules appeared. Excision 
of three of these flat nodules revealed the presence 
of residual fully active melanoma cells. Another 
patient had regression in the size of his liver with a 
known melanotic metastases. After shrinkage of 
the liver, the nodule was excised and presented the 
usual microscopic appearance of the sectioned 
material. 


TREATMENT OF METASTATIC MELANOMAS IN 
REGIONAL LYMPH NODES 


It has been found that treatment of the local 
lesion is not necessarily curative even though the 
regional nodes are not palpably enlarged. Pa- 
tients so treated often returned at a later date 
with large nodes involved with melanoma. When 
prophylactic regional node dissections were done, 
it was found that approximately 50 per cent of the 
patients had positive nodes on microscopic exami- 
nation. Prophylactic node dissections should be 
done 4 to 6 weeks after the excision of the primary 
lesion. If the nodes are clinically involved, dissec- 
tion should be done in 2 to 3 weeks. These inter- 
vals allow the nodes to pick up the cells in transit, 
that is, the malignant tumor cells that may be in 
the intervening lymph vessels. If this is not done, 
it is possible for the cells to grow in the blocked 
lymph vessels. There are two contraindications 
for prophylactic node dissection: (1) when the 
tumors occur in children routine dissections are 
not done because the tendency of melanomas to 
metastasize is minimal in children, and (2) when 
the tumors occur in the midline of the upper ab- 
domen and midline of the back routine dissection 
is not done because it is not possible to predict 
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whether the tumor will spread to one or both 
axillae or inguinal regions. In both of these in- 
stances a careful watch is maintained for possible 
subsequent metastases and then dissection is done 
when indicated. When there is gross evidence of 
metastases in the inguinal glands, the dissection 
should be carried deep into the pelvis with extra- 
peritoneal removal of the deep iliac nodes. De 
Cholnoky reported involvement of the regional 
nodes in 27.4 per cent of 117 cases. Pack believes 
that radical surgery and a determined philosophy 
of treating cancer wherever it may be found are 
the fundamental bases of all cancer cures. He re- 
ports the excision of a primary melanoma of the 
skin of the chest with excision of the involved 
axillary nodes. In subsequent operations over a 
period of several years, metastases were removed 
from the scalp, trunk, back, arms, and opposite 
axilla. The patient has now been free of evidence 
of recurrence for more than Io years. 


TREATMENT OF MELANOMAS IN PARTICULAR 
REGIONS 


1. Face and scalp. Pigmented nevi are very 
commonplace on the face and scalp. The’ inci- 
dence of melanomas in this region is nearly 
directly proportional to the incidence of nevi. In 
general, melanomas of the face, neck, and scalp 
comprise about 28 per cent of all melanomas. 
These lesions are likely to be treated rather early 
because of their prominence. However, this seem- 
ing advantage is often nullified by the reluctance 
to be sufficiently radical because of the possible 
poor cosmetic result. The surgeon should keep in 
mind the range of usefulness of plastic surgery in 
correcting surgical defects. The use of full thick- 
ness postauricular grafts gives a texture and color 
almost identical to facial skin. Male patients with 
melanomas of the face give a history of trauma 
from a razor in a high percentage of cases. Pack 
and Livingston obtained a 5 year survival in 6 of 
53 cases of melanomas of the face and scalp. 
Brown and Byars favor wide excision down to the 
fascia and repair with grafts or pedicled flaps. 
They believe that a block dissection should be 
done in cases with involvement of the head and 
neck and in other cases in which the lymphatic 
drainage is predictable. They had 2 patients who 
survived more than 3 years among a series of 8 
with melanomas in this region. 

2. Oral cavity. Melanomas are rare in the 
mouth. Heim found 5 cases in more than 1,300,- 
ooo admissions to the Mayo Clinic. There were 2 
such cases in the present series. Reich found that 
approximately 50 per cent of negroes, Arabs, 
Indians, and Chinese had pigmented areas on 


their oral mucosa. In the southern states such 
negroes are known as “‘blue-gummed negroes” and 
their bite is supposed to be poisonous and capable 
of causing death. These areas are caused by con- 
centrated groups of especially active melano- 
blasts. Such areas of pigment in Caucasians are 
not unknown, but they are relatively uncommon. 
Cows, horses, foxes, dogs, and some monkeys have 
deeply pigmented palates. Baxter collected 54 
cases of oral melanomas from the literature. The 
age range was from 2 months‘to 84 years. Ninety- 
three per cent of the melanomas were on the pal- 
ate or superior alveolar process. As to race, 48 oc- 
curred in Caucasians, 4 in Orientals, and 2 in 
negroes. Twenty per cent of these patients had 
previously noted pigmented areas in the mouth. 
Seventy per cent consulted a doctor in less than a 
year from the onset of symptoms, the shortest 
period being 1 month and the longest, 10 years. 
Fifty-five per cent had enlarged cervical glands 
when first seen and 77 per cent developed cervical 
metastases during the course of the disease. 
Sometimes these tumors are not noticed until 
after a tooth has been extracted. 

The diagnosis can often be made clinically on 
finding a rapidly growing, vascular pigmented tu- 
mor. Occasionally it is confused with the pigment 
found in bismuth or lead poisoning. Myelomas 
are blue in color rather than brown or black and 
may be diagnosed by roentgenography of the jaw. 

Treatment of these lesions consists of extremely 
wide cautery excision—anything less has no hope 
of cure. A prosthesis is often necessary for repair 
of the defect. 

3. Hands and feet. While nevi are more com- 
mon on the upper extremities than on the lower 
ones, the reverse is true of malignant melanomas. 
Pack and Livingston found 76 (15.5 per cent) of 
483 patients with tumors on the foot; 6 of the 
tumors were subungual. Twenty-nine (6 per cent) 
of the tumors were on the hand and 10 of these 
were subungual. The prognosis of these lesions on 
the feet is poorer than that of those on the hands. 
The lesions on the sole of the foot require ex- 
tremely radical treatment. In general, they often 
require amputation if cure is to be effected. 

Bowers recommends early quarterectomy in 
properly selected early cases only after thorough 
search of the entire body for evidence of extension 
of the disease beyond the nodal area available for 
resection. He includes roentgenograms of the 
skull, chest, spine, and long bones in the study. 
His operation consists of interscapular amputa- 
tion of the arm or hemipelvectomy when the leg is 
involved. Bowers does not believe that excision 
in continuity satisfies the criteria of a radical 
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operation for melanomas of the extremities. Gage 
and Dawson concur in this radical approach to 
malignant melanomas of the extremities. 

4. Subungual melanomas were first described 
by Jonathan Hutchinson in 1886. These tumors 
are now commonly known as melanotic whitlows 
of Hutchinson. They are usually a black fungat- 
ing lesion involving the nail sulci and matrix. 
They elevate and split the nail and finally ulcer- 
ate. They are usually well demarcated and are 
limited by the fascial planes of the distal phalanx. 
This limitation in spread, which is similar to that 
of infections, was the reason for the label of 
‘“‘melanotic whitlow.”” These lesions offer the best 
prognosis if they are recognized early and given 
radical treatment. They are rare compared to 
other types of nail disease. White studied 485 
cases of nail disease and found no subungual 
melanomas. Farrel reported involvement of the 
nails in 2.6 per cent of 265 melanomas. Affleck 
found a similar incidence. Scannell reviewed 
18,752 new hospital admissions and found 5 mela- 


nomas, of which 1 was subungual. There was 1. 


case in the present series. Pack and Adair have 
compared the nail bed to a hair follicle. It has a 
rich blood supply and many tactile nerve endings. 
Trauma is given in the history of more than 50 per 
cent of these tumors. These tumors often begin as 
a paronychia following injury. An ulcer then de- 
velops, becomes black and fungating, raises the 
nail from its bed, and involves the matrix. The 
nail often splits and becomes involved in the 
ulcerative process. There is almost always a black 
border present along the involved border of the 
nail—this is pathognomonic. Growth is charac- 
teristically slow and pain is not too severe. There 
are at least a dozen lesions of the nail that may be 
confused with this tumor, and the diagnosis is 
usually confirmed by biopsy. The serum draining 
from the ulcer often turns black on standing. 
Amputation should be considered as an emer- 
gency. These lesions usually skip the popliteal 
and cubital nodes. Lymph node dissection should 
be done 1 to 2 weeks after amputation if the nodes 
are grossly involved and in 6 weeks if amputation 
is done prophylactically. 

Subungual melanomas have the highest cure 
rate of all melanomas. This is due to several fac- 
tors: they grow slowly, metastasize late, are 
located at the terminal end of the phalanges, and 
are apt to be treated early because of their promi- 
nent location. Pack reported 25 per cent of 5 year 
survivals in 16 cases (1 with recurrence). Among 
10 cases with node involvement, there were 2 with 
§ year survival and without any evidence of re- 
currence. 
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During the period of early growth, these tumors 
appear to be independent of the skin, growing 
from beneath and displacing and elevating the 
eponychium. Streaks of pigment often appear in 
the surrounding tissue after the lesion becomes 
ulcerated. A pigmented spot may remain quies- 
cent for many years but once the diagnosis is 
made, amputation should be done immediately 
because the occurrence of metastases is entirely 
unpredictable. Conservative treatment with pres- 
ervation of the terminal joint is extremely haz- 
ardous. The entire distal phalanx should be 
removed. 

5. The vulva. About 2 per cent of the lesions 
are located on the vulva. There was 1 case in this 
series. Pigment moles are common and the area is 
subject to repeated trauma, chronic irritation, in- 
fection, and constant moisture. The lesion may 
be detected by sudden change in a pre-existing 
mole or the development of a minute red or purple 
spot which changes to a papule and then to a 
nodule. The lesion may be as large as a plum and 
of a similar color. The chief presenting complaints 
are pruritis and hemorrhage. These tumors are 
very vascular and the bleeding is secondary to 
central softening and ulceration. They often 
metastasize via the blood stream because of their 
abundant blood supply. Most of the labial lesions 
metastasize to the inguinal nodes early. The cure 
rate is very low. 

The incidence of melanomas of the female geni- 
talia is approximately 3 per cent (Adair, Affleck, 
Pack and Livingston). The sites of the tumors in 
order of frequency are the labium majoris, labium 
minoris, clitoris, vestibule, urethra, and the mons 
veneris. Proper treatment consists in radical 
vulvectomy and bilateral inguinal node dissec- 
tions. 

6. Male genitalia. Lesions of the male genitalia 
are extremely rare. Treatment consists in ampu- 
tation and bilateral inguinal node dissection. 
There was 1 case in this series. 

7. Anorectal melanoma. This lesion was one of 
the first to be described in veterinary surgery, 
having been described in 1781 by Brugnone. He 
recognized the fact that it had a tendency to be 
inherited. In horses, the incidence increases with 
age. There is a greater incidence in gray horses. 
Of 15 gray horses more than 15 years old, 12 had 
anal melanomas. 

Vickers made a study of the anorectal mela- 
noma at the Mayo Clinic and concluded that the 
primary tumors in this area were of ectodermal 
origin, arising from melanoblasts in the anal epi- 
thelium. He also concluded that those occurring 
in the rectum were simple submucous extensions 
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of anal melanoblasts and were actually anorectal 
melanoepitheliomas. 

These tumors comprise approximately 2 per 
cent of the melanomas and approximately 65 per 
cent of them occur in males. They may extend up- 
ward into the rectum, as noted previously, and 
become ulcerated in the rectum. They may 
appear bluish in the rectum prior to ulceration, 
but their black color is evident after ulceration 
has occurred. These tumors may project into the 
lumen and develop a pedicle. Obstruction seldom 
occurs as the lesions do not encircle the lumen. 
They grow rapidly and metastasize through the 
portal vein to the liver and through the lymphatics 
to the inguinal and sacrococcygeal nodes. 

The proper treatment consists in combined 
abdominoperineal resection and bilateral inguinal 
node dissection, even if there is no clinical involve- 
ment of the inguinal nodes. Braastad, Dockerty, 
and Dixon reported on 86 cases collected from the 
literature, including 2 previous clinic cases, and 
added 8 new cases, a total of 94 cases. A radical 
excision of the rectum was done in 23 of these 
cases. Only 3 “cures” were reported among these 
94 cases, and it was concluded that, contrary to 
the radical treatment recommended, the prognosis 
was uniformly bad, regardless of the type of 
therapy. 


DATA ON 92 CASES OF MALIGNANT MELANOMA 


This study includes the cases treated at the 
University of Minnesota Hospitals since January 
I, 1932. The follow-up has been brought up to 
date as of January 1, 1949. The records of the 
following University of Minnesota Hospitals de- 
partments were used as sources of information: 
(1) Surgical Pathology Department, (2) Deep 
X-ray Therapy Department, (3) Dermatology 
Department, (4) Record Room, and (5) Operating 
Room. 

The majority of the diagnoses were made by the 
following hospital pathologists: W. A. O’Brien, 
Robert A. Hebbel, and W. W. Walker. Micro- 
scopic sections in which the diagnosis was not 
clear were ordinarily reviewed by these men as 
well as by E. T. Bell and J. S. McCartney of the 
Department of Pathology of the University of 
Minnesota Medical School. Many of the biopsies 
taken by local physicians were sent to E. T. Bell 
for diagnosis. The remainder were reviewed by 
the hospital pathologists when the patient came 
to the Out-Patient Clinic for treatment. The 
greatest difficulty in differential diagnosis seemed 
to be between highly undifferentiated squamous 
cell carcinoma and malignant melanoma. Sec- 
tions from these specimens were reviewed by E. T. 
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LOCATIONS GIVEN FOR THE g2 CASES IN 
THIS SERIES 
WR A ANNI a sis Soke ae ea Ca ea edie anes 38% 
, “a - 
Site \No. of cases! Per cent 
Cheek | 14 | 15.21 
Auricle | 3 | 3.26 
Neck | 5 | 5.43 
Scalp | 7 | 7.6% 
Temporal bone | 2 | 2.18 
Forehead | 2 2.18 
Nose | I 1.09 
Lip | I 1.09 
MIO Iiiniki ka ds ec caconnsawesuunweucaucecanaausr 33% 
Shoulder | I 1.09 
Upper arm | 4 | 4-35 
Forearm I | 5.09 
Finger 2 | 2.18 
Subungual I | 1.09 9.8% 
Buttock | 4 4.35 
Thigh | 2 2.18 
Leg | 8 | 8.70 
Foot | 8 | 8.70 
Toe 4 | 4.35 28.28% 
I iacctnsccdccdcnscankesadccntsessassueel 13.04% 
Back | 9 |} 9.8 
Abdomen 3 3.26 
ee es nis kde ide incccdekscceslecaia 7.61% 
Rectum I | 1.09 
Mandible 2 | 2.18 
Nostril 2 } 2.18 
Glans penis I } 1.09 
Labia minoris | I | 1.09 
MN og ce kes ccisiccexna ds an CIES Sa de eewnens 3.20% 


Bell for final diagnosis. If there was any question 
as to the diagnosis, the case was deleted from the 
series. A few cases have been treated too recently 
to furnish statistical information. They have 
been included as a matter of record for future 
information. 

The follow-up on the patients was made by 
many routes. The majority of the patients have 
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been followed up in the Tumor Clinic of the Uni- 
versity of Minnesota Hospitals. Further reports 
were obtained through the Hospital Social Service 
Department from its routine check on patients 
failing clinic appointments. Much information 
was obtained by means of personal letters or tele- 
phone conversations with the physicians referring 
the cases to the University. Relatives and friends 
were contacted by letter or telephone. A personal 
search was then made of the records of the Bureau 
of Vital Statistics of the State Board of Health. 
Several deaths were discovered by means of the 
material found in the Health Department files. It 
was possible to contact the few remaining patients 
by letter in all but 2 cases. For statistical pur- 
poses these patients are considered as having died 
at the time they were last contacted. 

The total number of cases included in this 
series is g2. Seventy-one of the patients have died, 
and the remainder have been observed at periodic 
intervals in the Tumor Clinic of the University 
Hospitals. 

The cases have been grouped for statistical pur- 
poses into five categories: 


1. Head and neck 35 cases (38%) 
2. Extremities 35 cases (38% 
3. Body wall 12 cases (13.04%) 
4. Mucousmembrane 7cases_ (7.61%) 


5. Unknown 3 cases (3.26%) 
Significant statistics cannot be drawn from such 

a small series. However, it is believed that the 
disease is of such a serious nature that it is im- 
portant to analyze the results of the various types 
of treatment at frequent intervals. It is only by 
critical analysis that the best form of treatment 
for these highly malignant tumors can be de- 
termined. Much of the information obtained in 
this case study is of importance only in that it 
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LOCATIONS COLLECTED FROM THE LITERATURE 
BY DE CHOLNOKY 


Per cent 
Upper extremities 10.9 
Lower extremities 29.4 
Head 35-1 
Rest of body 24.3 


These figures are similiar to those of the authors. 


conforms to, and therefore confirms, previous 
studies. 

The often-reported preponderance of lesions in 
the lower extremity over those in the upper ex- 
tremity is again emphasized by this series. 


AGE AND SEX INCIDENCE 


The exact age of one middle-aged female was not 
determined. She was the patient with melanoma 
of the vulva. The youngest patient was a 10 year 
old girl with a lesion on the lateral aspect of her 
left lower leg. She was alive with no evidence of 
recurrence on January I, 1949, 2 years and 10 
months after her first symptoms. The oldest pa- 
tient was a male, age 93 years and 10 months. A 
lesion had appeared over his left malar eminence 
1 month prior to his admission. This patient gave 
a positive biposy and received x-ray therapy. No 
surgery was done because of his marked senility. 
He died in a rest home 2 months after his first 
symptom. 

As to age distribution, malignant melanomas 
are said to resemble squamous cell carcinomas 
rather than neurogenic sarcomas, their supposedly 
nearest histogenic relative. After correction of the 
findings for the number of persons living in each 
age decade in the general population, the fre- 
quency of occurrence of malignant melanomas has 
been said to increase each year until the normal 
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Age at onset of first symptoms 
I-10 II-20 21-30 31-40 41-50 51-60 61-70 71-80 81-90 QI-100 

Sex M | F M F M F M F M F M F M F M F M F M F 
Head and neck | I I 3 3 3 5 5 4 2 5 I I I 
Extremities I 2 I I I 4 2 4 5 4 2 4 I 2 7 I 
Body wall I I I I I 3 I I 7+ ap 
Mucous membrane j I a I 2 2 ; 
Unknown =| || a oe oe ES I 1 a 
TOTALS cs os I 3 I 3 5 8 4 8 13 10 7 II 10 4 a 2 I 

ors oe 4 3 1B ei: 12 23 18° iy 14 ‘ai 2 i ea 
Per cent (of ot | | 

cases oe 4.4 353 i 14.3 13.2 25.3 19.8 15.4 2.2 1.1 
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life span has been reached. This series appeared 
to fall into that same general pattern. 

The sex incidence of this series followed the 
same pattern as that of the collected series of 
cases. There were 47 females (51.09%) and 45 
males (48.91%) in this series. This compares 
favorably with a collected series of 887 cases with 
439 (49.5%) females and 448 (50.5%) males 
(Driver, Taussig, Doland, Howes, Bickel, Pack 
and Livingston). The equal distribution as to sex 
is understandable since males and females are 
equally subject to moles and, therefore, theoreti- 
cally universally subject to malignant melanomas. 
Forty-one patients (44.9%) gave a history of a 
pre-existing mole, birthmark, or wart. This 
figure is in accord with the quoted figures of 30 to 
65 per cent of patients with pre-existing pig- 
mented lesions. Hasserick did not find this rela- 
tionship of benign moles (nevi pigmentosi) to 
malignant melanomas. While he did not deny 
that these moles could change to malignant mela- 
nomas, he did not find an appreciable number 
that did so. He examined more than 500 slides of 
moles and found only about 2 per cent with 
changes to malignant melanomas. His contention 
is that it is clinically possible to determine which 
moles can be removed safely by cautery or elec- 
trodesiccation. This differentiation may be pos- 
sible for dermatologists. However, until proved 
otherwise, it is advisable to continue to excise 
moles and then examine them microscopically. 

The duration of symptoms prior to the initial 
visit to a physician was thought to be of consider- 
able importance. Unfortunately, it is difficult to 
obtain an accurate estimate of this period from 
the patients’ histories. A slight change in the 
character of a pre-existing lesion may not be 
noticed for a period of several weeks. New lesions 
may be present for considerable periods of time 
before they are noticed. The average period 
elapsing before a physician was consulted was 6 
months. Seventy-one of the patients of this series 
have died. The average survival period of 21 pa- 
tients who waited more than 6 months to see their 
physician was 3.4 years. The average survival 
period in 50 patients who saw their physician in 
less than 6 months was 3.22 years. 

Seven of the 21 survivors have survived more 
than 5 years since their first symptom. Two of 
these patients waited 6 months or more before 
consulting a physician and the remaining 5 waited 
an average of 1.6 months. Of the 14 remaining 
cases followed up less than 5 years, 5 waited more 
than 6 months and 8 waited less than 6 months. 
The final patient, followed up until July, 1948, 
saw his physician 1 year after his first symptom. 
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; : Per cent of | Per cent of pate 
Location of lesion patients patients éf Ge 
living | dead * “ 
who died 
Head and neck II } 24 | 3.2 years 
Extremities 8 | 27 | 4.07 
Body wall | ° } 12 | 3.08 
Mucous membrane 2 } 5 | -725 
Unknown ° 3 92 
Group | 21 | 71 | 3.275 





Eighteen of the patients who have died gave a 
history of a pre-existing lesion present for more 
than 5 years prior to their first symptom. Twelve 
of these patients had lesions present since birth. 
The average survival in these 18 patients was 4.9 
years. 

Twenty-seven patients (29.3%) gave a history 
of trauma to a pre-existing lesion. This again em- 
phasizes the importance of removing potentially 
malignant lesions from portions of the body where 
the lesion is subject to repeated trauma, friction, 
or bruises. The most common types of trauma 
listed were repeated razor cuts while shaving and 
friction from clothing or shoes. 

An attempt was then made to analyze the cases 
to discover what factor or factors were important 
to a greater survival rate. 


SURVIVAL RATE 


This series is rather small and, therefore, the 
normal statistical variations make definite conclu- 
sions unreliable. However, the cases have been 
broken down into various classifications in an at- 
tempt to find the factors which most likely were 
influential in the production of the best results 
from the treatment of this highly malignant 
disease. 

Some of the patients who had been operated 
upon had had symptoms less than 5 years. There 
were 82 patients who were followed up 5 years or 
more from their first symptom. Twenty-four 
(29.2%) of these patients survived 5 years or 
longer. Seventy-eight were followed up 5 years 
or more from their first treatment. Nineteen 
(24.3%) of these patients survived 5 or more 
years from the time of the initial treatment. 
Seventy-four patients were followed up 5 or more 
years from their first definitive treatment and 1o 
(13.5%) of these survived 5 years or more. 

Twenty-nine (78%) of the 37 patients treated 
at the University have died. Their average sur- 
vival time was 30 months. They appeared at the 
clinic at an average of 7.7 months after their first 
symptom. Their average survival time was 30 
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TABLE I. — SURVIVAL RATE IN MALIGNANT MELANOMAS FROM FIRST SYMPTOM, 92 CLINICAL CASES 








Years of survival 






























































































































































































































































































































































No. of 
Year cases 

r/2/3/4]5|6]7|81]9]10|11/ 12/13] 14] 15] 16) 17] 18] 19| 20] 21 | 22] 23 | 24} 25 | 26] 27| 28/ 29} Living 
1921 | I cloletsieete| 2 eee etetels | spalalizrirpbere}elel|sieleials I 
1922 | I rere} che ts sas | x | t]o igh ° 
1923 | 0 | Cea te | te | | © 
1924 | I | Sear eeaearara lk ait ale air oe m | ° 
1925 | ° | | <= |_| i ° 
1926 | ° | | wy. blll fete acl ° 
1927 | 1 | Pizizris | e142 }2 bo | ° 
1928 | ° | ° 
1929 | ° | | | | me ° 
mo | oe | | | | al ms ail : 
rot | 2 jefe] | | || = = all ° 
1932 | 4 | 4 4|4 4a/3|s|2{ 1]1 r}1|1 riciere | I 
wos |_ 4 |3{s|2/t/e| LE _ x ° 
1934 | 3 | 2 2|1 Ae rjo | | | ae aw a, 
1935 | 5 | s 2}2|1 |x| x r/r{r|x ror ds | i a a a I 
936 | os |4l4l4}a a|3|s 3|3|2|rjo ELE ee | ° 
om | * (slelelelel | LT] CeCe Chir. 
1938 + fatefe| {|i ttt | aa ee eh 
1939 5 s|2|{r[rlo |_| [| a ee ae 4 ~ iz a =e... 
mio | os ([sis|(stai2{2i2}2| | | | |} | | | | t 
ooo {| s [eletetetetets| TTP iad 
1942 WEAF: ° | | | | | | ° 
1943 6 [6 4| 4{3)3|_| | Li al : 
1944 6 | 3. 3 | 2)1 RERE _| aGOm wae we * : 
1945 9 |9 s*/3| | | | _| |_| | a 
1946 7 |7{s*rl] | | | | | | j *. 3* 
1047 | og | (OF) 2 ga || | i. 5 
1948 2 | I | || ene 2 
Cases loz |oo [sr 74 [65 |s9 53 |st |40 144 |30 135 |27 |22 |17 |14 |r0 6lalalal4a]3]3 3|2 a} rl 
Survival | |8t Iss 38 |26 |t9 i15 rere iS8izsisielsisisis | Ci Sissi si zisisisizizis | I 
Per cent | 138 |6x 47 |35 a9 |26 26 jar {16 |16 |13 /rr |rr | | = = | 




































































*Patient lost to follow up. 


months. However, to of these patients had only — the treatment of this disease appears to be a sense 
x-ray treatment either because the lesions had of false security in the local excision of the lesions. 
metastasized too widely, or the patients could not Patients who are subjected to inadequate local ex- 
tolerate surgical procedures due toadvancedage or cision have shorter average survivals than those 
similar factors. patients subjected to electrocautery as their orig- 

The average survival in these patients was 19.8 inal treatment. Three other patients were first 
months. A second group of g patients had wide _ seen at the University and received no treatment 
local excision as their definitive treatment. Their because their disease was too far advanced. Their 
average survival was 29 months. The final group average survival was 7 months. Thirty-nine 
of 10 patients had wide excision plus gland dis- (75%) of the 52 patients receiving their primary 
section with or without skin grafts. Theiraverage treatment elsewhere have died. Their average 
survival was 41.3 months. The greatest error in survival was 49 months and they saw their phy- 
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siclans an average of 5.5 months after their first 
symptoms. 

Thirty-six of these 39 patients had a subsequent 
definitive type surgery at the University of Min- 
nesota, and the remaining 3 had no other treat- 
ment because the lesions were too widespread 
when they were first seen at the University Hospi- 
tals. The average survival of the 36 patients fol- 
lowing the definitive type of surgery was 29.5 
months. Possibly the radical surgery is responsi- 
ble for a fair share of this increased survival time. 

Of the 82 patients followed up until death or 
more than 5 years, 14 had primary treatment with 
caustics, electrocautery, or salves. The average 
survival of these 14 patients was 7% years. Nine 
of these patients had subsequent definitive treat- 
ment at the University Hospitals and survived an 
average of 29.4 months after that treatment. The 
lesions recurred locally in 6 of the 14 patients. 
These patients consulted their physician an av- 
erage of 1.6 months after their first symptoms. The 
lesions recurred on an average of 23 months and 
the patients visited the University Hospitals 11 
months later. Two of these patients are still alive 
and the average survival of the remaining 4 after 
treatment at the University was 21 months. A 
total of 17 patients had caustics or the electro- 
cautery as their initial treatment, and 7 of these 
patients are still alive. Nine survived more than 
5 years. 

Twenty-three patients followed up until death 
or more than § years were subjected to wide local 
excision as their definitive surgery. Five (21.7%) 
survived 5 or more years. 

Twenty patients had wide local excision of their 
lesions with regional node dissection. The nodes 
were positive in 15 of these cases. Five (33.3%) of 
those with positive nodes survived 5 years and 2 
of those with negative nodes survived 5 years. 
The average survival in the groups having gland 
dissection as part of their treatment was signifi- 
cantly greater than the survival rate in those hav- 
ing wide excision alone. Seven (35%) of the 20 
patients having gland dissection survived more 
than 5 years. Twelve had gland dissection as part 
of their original treatment. There has been one 5 
year survival and 5 patients are still living. 

Thirteen patients had x-ray therapy alone. In 
3 of these patients, x-rays were used to treat chest 
metastases. There were no 5 year survivors in 
this group. These statistics are possibly mislead- 
ing since x-rays have ordinarily been used only 
when the disease was too far advanced for more 
radical treatment. One patient did have x-ray 
therapy as the sole initial treatment. The lesion 
recurred shortly thereafter and was excised. 


MALIGNANT MELANOMAS 


























225 
No. of a 5 Year 
cases amie survivals 
Amputation | | | 
ith gland dissection I 23 | ° 
Without gland dissection 5 | 56 3 
Wide excision with gland dissection 6 | 77.8 | 3 
Other methods 12 38 | 3 





There were 8 patients with melanomas of the 
extremities treated by amputation who were fol- 
lowed up until death or more than 5 years. Four 
survived more than 5 years. One additional pa- 
tient had an amputation and is still living 314 
years after his first symptom. Only one of these 
patients was subjected to regional gland dissec- 
tion. 

Twenty-seven of the patients with melanomas 
of the extremities have died. Three of these re- 
ceived no treatment because of extensive metasta- 
ses. The methods of treatment in the other 24 
cases are shown in the table above. 

Eight patients are still alive. One had amputa- 
tion with gland dissection and has survived 8 
years and 5 months. One had amputation alone 
and has survived 31% years. Three had wide ex- 
cision with gland dissection and have survived 5 
years, 1 year and 9 months, and 1 year, respec- 
tively. Three had wide local excision and have 
survived 2 years and 10 months, 2 years and 6 
months, and 2 years, respectively. The lesions 
were distal to the knee or elbow in 17 of the 27 
patients who died. 

It was possible to approximate the time of 
metastases in 64 of these cases. The average 
interval from the time of onset of symptoms to the 
appearance of metastases was 30.4 months. Forty- 
nine patients had clinically involved nodes at the 
time of their initial visit to the University Clinic. 
In 1 of these patients, a subsequent gland dissec- 
tion revealed negative nodes. 

Forty of these patients are dead. Their average 
survival was 38.6 months. 

Two additional patients had subsequent gland 
involvement clinically but negative glands on 
pathological examinations. 


























No. of Average 5 Year 
cases survival survivals 
Amputation — ; 
With gland dissection 2 5 years 2 months I 
Without gland dissection 6 | 4 years 8 months 3 
Wide excision with gland dissec- 
tion 3 5 years 1 month 2 
Other methods 6 4 years 2 months 2 
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As previously noted, there is a significant in- 
crease in length of survival and number of 5 year 
cures when gland dissection is combined with ade- 
quate local excision as compared to local excision 
alone. In the lesions distal to the knee and elbow, 
adequate excision often required amputation. 


SUMMARY AND CONCLUSIONS 


1. The general subject of malignant melanomas 
has been briefly reviewed. Various views on 
classification and histogenesis have been presented. 

2. The controversy regarding the origin of 
malignant melanomas from common moles has 
been discussed. The majority of workers believe 
that malignant melanomas do not arise from com- 
mon moles, but from lesions only such as the 
junction type of nevus and lentigo maligna. Many 
dermatologists believe these lesions can be differ- 
entiated clinically and should be excised rather 
than cauterized. They believe that the common 
moles are better treated by electrocauterization 
and that x-ray therapy accomplishes similar re- 
sults only when given in sufficiently large doses to 
cause necrosis of the normal skin. 

Strenstrom disagrees with this premise. He 
feels that while x-rays produce less scarring, 
neither x-ray therapy nor electrocauterization is a 
preferable method of treatment for benign moles 
or malignant melanomas. Wide excision of the 
lesion is his method of choice, and he reserves 
x-ray therapy for patients not suitable for sur- 
gery because of extensive metastases or because of 
general debility. He has treated 1 malignant 
melanoma of the eye (clinical diagnosis) with a 10 
year survival. This patient had been treated with 
the intention to perform a subsequent enuclea- 
tion, but the patient refused surgery when the 
lesion regressed after x-ray therapy. 

3. Ninety-two cases of malignant melanoma 
treated at the University of Minnesota Hospitals 
have been reviewed. While the series is too small 
to be of statistical significance, certain trends in 
the results of various types of treatment were 
noted. The location of the lesions was as follows: 
head and neck—35 cases, extremities—35 cases, 
body wall—12 cases, and mucous membrane—7 
cases; in 3 cases the location of the primary 
lesion was unknown. The tumors involving the 
eye were not included. The age and sex incidence, 
the survivals following various types of therapy, 
and the precursor lesions were discussed in the 
review. The longest average survival was ob- 
tained by a combination of wide excision and 
gland dissection. This finding is in agreement 
with the findings in various collected series of 
cases of melanomas. 
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(Five patients have died since the last report. 
A complete follow-up will be given when all of the 
patients have died.) 
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Observations on the Prediction of a Fracture Site 
in Head Injury. E. S. Gurpjian, J. E. WEBSTER, 
and H.R. Lissner. Radiology, 1953, 60: 226. 


An experimental study of 100 freshly dried human 
adult skulls treated with a strain-sensitive lacquer 
showed that a low velocity impact always produced 
an area of inbending immediately beneath and 
around the point of the blow. The inbending was as- 
sociated with peripheral areas of outbending which 
could produce a linear fracture. 

The studies demonstrate that if the area of impact 
is known a prediction of the location of a linear 
fracture may be made and vice versa. Blows in the 
frontal or occipital areas cause basal fractures tra- 
versing the skull anteroposteriorly, while blows on 
the side of the head produce basal fractures travers- 
ing the base from side to side. A blow to one side or 
other of the midline results in ipsilateral fractures. 
Transverse basal fractures unassociated with vertex 
fractures occurred in only 2 per cent of the skulls 
tested with lateral blows. With occipital blows, trans- 
verse basal fractures through the foramen magnum 
occurred in 5 percent. James E. LEBENSsOHN, M.D. 


EYE 


Interim Management of Incipient Cataract. 
James E. LEBENSOHN. Q. Bull. Northwest. Univ. 
M. School, 1953, 27: 33- 


The visual difficulties incident to incipient cata- 
ract may be mitigated for a time by various optical 
expedients. The increasing myopia of nuclear scler- 
osis is susceptible to correction for some years, and 
the refractive anisometropia that results can be com- 
pensated for by a slab-off bifocal. In cuneiform cata- 
ract the glasses likewise must keep pace with the 
changing refraction. The accompanying veiling glare 
may be lessened by a projecting hat brim or visor for 
outdoors, and by use of a slit in black cardboard for 
reading. If the axial obstruction in a circumscribed 
cupuliform cataract is circumvented by mydriasis, a 
lasting effect is obtainable with atropine which 
should be prescribed in the weakest effective strength. 
If the clearer eye has a corrected acuity of 20/50 or 
better, reading vision is obtainable by a hand magni- 
fier, spectacle magnification, a clip-on telescopic ac- 
cessory, or prescription telescopic spectacles. 

Patients who can be helped will show usually a 
markedly improved acuity through the pinhole when 
it is used with accessory illumination of the chart. 
Although the pinhole response may not be attain- 
able with lenses, the pinhole provides an indication 
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of macular function and challenges the examiner to 
provide similar acuity. In refracting these patients 
the most serviceable aids are the astigmatic dial and 
the cross cylinder. Since a myopic shift often pre- 
cedes perceptible incipient cataract, patients with 
this refractive change should be examined for hyper- 
glycemia or hypocalcemia as the cataract sequential 
to either condition is preventable if therapy is insti- 
tuted early enough. 

The article concludes with numerous reports illus- 
trating the value of careful refraction, mydriasis, the 
reading slit, spectacle magnification for reading, and 
pinhole spectacles. James E. LeBensonn, M.D. 


EAR 


Hydrotympanum (Secretory Otitis Media). Frep- 
ERICK LEE Harcourt and AUBREY KENNA Brown. 
Arch. Otolar., Chic., 1953, 57: 12. 


Accumulation of clear fluid in the middle ear was 
accurately described as a clinical entity by Pollitzer 
more than 80 years ago. Subsequent writings have 
referred to the condition as auditory tube obstruc- 
tion, acute salpingitis, tubal catarrh, secretory 
otitis media, serous otitis media, and catarrhal 
otitis media. At present, secretory otitis media ap- 
pears to be the most popular title. The authors pre- 
sent data from 39 cases of their own and review the 
literature from 1940 to 1951 in an attempt to clarify 
and correlate the terminology, the concepts of 
etiology, and the method of treatment. They sug- 
gest the term hydrotympanum as’ the simplest, 
most adequate, and most accurate title, which does 
not suggest an unfounded infectious origin. 

No actual increase in the incidence of hydrotym- 
panum has been ascertained, but the condition now 
receives widespread attention as a clinical entity. 
There seems to be no geographic, climatic, or sea- 
sonal limitations to its occurrence, although there 
is evidence that the incidence is greater during the 
months of increased upper respiratory infections. 

The cause is varied, but all etiologic factors have 
one thing in common—varying degrees of eustachian 
tube blockage. Hyperplastic lymphoid tissue in the 
nasopharynx frequently produces tubal blocking, as 
does adenoid hyperplasia in children. Enlarged re- 
tropharyngeal lymph glands may occasionally pro- 
duce the same result. Hydrotympanum may appear 
as one of the earliest symptoms of a malignant tumor 
of the nasopharynx, occurring long before a positive 
biopsy can be obtained. Persistent hydrotympanum 
should always elicit thorough search for malignancy. 

Inflammatory swelling of the eustachian meatus 
with tubal blocking following upper respiratory or 
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sinus disease occurs too frequently to be disregarded 
as a major cause. Nasal allergy has been stressed 
as an important cause, but some investigators mini- 
mize this since they have not been able to find 
eosinophils in the middle ear fluid. Chronic nasal 
and sinus infection, and septal and turbinate de- 
formities have been blamed, but these causes could 
not be confirmed in the cases studied by the authors. 

The wide use of antibiotics has led some investi- 
gators to believe that an attenuated otitis media is 
produced which gives the picture of chronic otitis 
media with effusion. Low grade infections involving 
the tube and the middle ear are also blamed, and 
recently it was postulated that a new type of viral 
infection with a predilection for the middle ear with 
tubal blockage secondary to the viral infection had 
produced the entity. Malocclusion is blamed by 
some authors on the principle that a faulty bite 
affects the tubal muscles and interferes with lym- 
phatic drainage of the ear. Increased air travel has 
also been advanced as a reason for a seeming in- 
crease in the incidence of the condition in the past 
several years. 

Proof of the true pathological process in hydro- 
tympanum is difficult to obtain. Nowhere in the 
literature reviewed was there an actual pathological 
report of the condition. 

The symptoms are variable and consist of a com- 
bination of any of the following: mild pain loss of 
hearing, tinnitus, autophony, fullness or numbness 
within the ear, a feeling of fluid or crackling in the 
ear on head movement, and mild vertigo. 

The appearance of the drum varies with the 
severity of the involvement and the thickness of the 
drum. Usually, if not thickened, the drum is of 
amber color and the handle of the malleus appears 
chalky. A fluid line can sometimes be seen, and in- 
flation of the middle ear may produce bubbles. 

The treatment of hydrotympanum has been 
widely variable. Conservative treatment has been 
condemned by some for the reason that irreversible 
changes can occur with a resultant severe loss of 
hearing. Treatment of the underlying cause is indi- 
cated, and, in addition, the middle ear should be 
evacuated of the fluid by employing paracentesis or 
myringotomy, followed by aspiration of the fluid 
contents and/or middle ear inflation to force out 
thickened material through the opening in the drum. 

The authors conclude from a study of 39 cases of 
their own that several etiologic factors must be 
considered. In their cases they could find no labo- 
ratory evidence to support the theories of bacterial 
allergy, or viral involvement of the middle ear. 

FLETCHER AusTIN, M.D. 


MOUTH 


Surgical Treatment of Cancer of the Lips (Técnicas 
da cirugia do cancro dos labios). J. ConpE. Arq. 
pat., 1952, 24: I. 

Surgery for cancer of the lip is both curative and 
reparative; curative, because once the tumor, sur- 
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rounded by healthy tissues, has been resected, it 
offers the patient hope of cure, and reparative, 
because it attempts to reconstruct the lost part of 
the organism, paving the way to functional and 
esthetic recovery. 

The author describes the preparation of the pa- 
tient with special emphasis on the care of focal 
dental infection. There is no preanesthetic medica- 
tion. When the patient is extremely excitable, a 
barbiturate is administered parenterally a half hour 
before the operation. 

The position recommended for the operation is the 
decubitus dorsalis. A local, or local and regional 
anesthetic is used with a 1 per cent novocain solu- 
tion without adrenalin. The postoperative period 
is planned to facilitate healing and avoid infection. 

Nourishment of the patient is of the greatest 
importance; for the first 24 postoperative hours, no 
food is taken by mouth. One-hundred cubic centi- 
meters of physiological solution are given subcu- 
taneously, and to debilitated patients, amigen is ad- 
ministered intravenously or by blood transfusion. 
After the first 24 hours, the patient is permitted a 
liquid diet, through a straw, consisting of 2 or 2% 
liters of milk, 2 beaten egg yolks, and fruit juices, 
being instructed to avoid retention of saliva in the 
mouth. For the first 6 days the patient is advised 
to refrain from talking and laughing, so that exag- 
gerated distention of the incision may be avoided. 

The general rules for the surgical techniques 
proper to the different types of operations are 
dieresis, hemostasis, and suture. The choice of 
technique is governed by the location of the tumor, 
its size, depth of the neoplastic infiltration, and, 
finally, the presence or absence of glandular metas- 
tasis. The different techniques are discussed accord- 
ing to the previously described norms. For cancer 
of the lower lip, the author describes the following: 

Cradle resection, when the tumor is small, located 
on the middle third, and is not greater than a quarter 
of the lower lip. When the tumor is on the side two- 
thirds of the lip, with the same characteristics as 
described previously, the creation of a commissural 
triangle and, consequently, a new commissure be- 
comes necessary. When the tumor is on the middle 
third of the lip, the following procedure is used: 
(a) if it is well limited and without appreciable infil- 
tration toward the chin, the modified technique of 
Lima Bastos is used; (b) if the neoplastic infiltration 
extends toward the chin, the technique of Antonio 
Martins is recommended (original and two modifi- 
cations); (c) when there are cervical adenopathies 
associated with cancer of the lower lip, total resection 
of the tumor and removal of the glands are carried 
out during the same operation (technique of Antonio 
Martins); and (d) when the cancer is very superficial 
but covers the whole lip, the special technique of 
J. Erick is used. 

For tumors of the upper lip, cradle resection is 
possible only when the segment to be resected is 
very small, because the upper lip is smaller and less 
elastic than the lower one. 
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If the tumor is on the middle third of the upper 
lip, the technique of Lisfranc-Burrow is indicated; 
this consists of making two lateral flaps in order 
to reconstruct the sacrificed part of the lip. Another 
modification of the Lisfranc-Burrow technique is 
used when the cancer is on the side two-thirds of 
the upper lip. 

For cancer of the labial commissure, a combination 
of the techniques of Antonio Martins and of Lisfranc- 
Burrow is recommended. 

The author illustrates the article with sketches 
of the techniques presented, and states that cor- 
rection of the deformed scars following radiotherapy 
and radiopuncture is done. 

MarIiANo Lopez BELO, M.D. 


PHARYNX 


Cricopharyngeal Muscle Under Normal and Patho- 
logical Conditions. Hans Brunner. Arch. Oto- 
lar., Chic., 1952, 56: 616. 

Brunner describes a phenomenon of the crico- 
pharyngeal muscle of the pharynx, or cricopharyn- 
geal sphincter, occurring in both normal and patho- 
logical states that may produce, or be active in, some 
cases of subjective and objective dysphagia. He 
presents case reports to illustrate the various types 
of reactions and their symptomatology. 

The two portions of the inferior constrictor muscle 
of the pharynx respond in different manners when 
the pressure in the hypopharynx is increased during 
Valsalva’s experiment. The oblique portion of the 
inferior constrictor yields to the pressure and be- 
comes more or less distended. The lower, circular 
portion, the so-called cricopharyngeal sphincter, 
responds with a spastic contraction. This can be 
seen in a lateral roentgenogram because the pos- 
terior wall at the junction of the pharynx and esoph- 
agus thickens. This forms a “cross-roll’? which 
the author terms the “‘hypopharyngeal bar.” It is 
elicited by increased air pressure in the pharynx. 
Due to this bar the lumen at the junction of the 
pharynx and the esophagus bulges toward the tra- 
chea in varying degrees. The author classifies this 
bulging as Class I, or moderate, and Class II, or ex- 
cessive. He does not believe the amount of bulging 
is in direct proportion to the amount of pressure 
exerted in Valsalva’s experiment. Also, in swallow- 
ing, pressure in the pharynx is increased but the 
cricopharyngeus responds to swallowing by relaxa- 
tion instead of spastic contraction. There seems to 
be an elective action controlled by unknown factors. 
The size of the hypopharyngeal bar is dependent on 
both the pressure in the hypopharynx and the ex- 
citability of the cricopharyngeus muscle. The bar is 
visible as long as the spastic contraction persists, and 
in Valsalva’s experiment the contraction persists 
only as long as the pressure in the hypopharynx is 
increased. It is, therefore, a transitory phenomenon. 

To evaluate the hypopharyngeal bar clinically 
Valsalva’s experiment must be properly performed 
and the cervical vertebrae must be normal. When 


INTERNATIONAL ABSTRACTS OF SURGERY 


these criteria are met the size of the bar permits con- 
clusions to be drawn concerning the excitability of 
the cricopharyngeal muscle. There is hypoexcita- 
bility if the resulting bulging is slight or absent, 
normal excitability if the bulging is moderate (Type 
I), and hyperexcitability (Type II) if the bar is very 
marked. 

The author cites cases of his in which hypoexcita- 
bility of the cricopharyngeus existed in conjunction 
with paralysis of the recurrent laryngeal nerve. All 
patients complained of a dysphagia and had objec- 
tive evidence of the retention of barium in the hypo- 
pharynx. This retention may be due to an achalasia 
of the cricopharyngeus secondary to a unilateral re- 
current laryngeal nerve paralysis, as others have sug- 
gested, but the author points out that the retention 
may also be due to paralysis of the concerted action 
of the levators and constrictors of the pharynx which 
prevents their propelling the bolus downward. 

Hyperexcitability of the cricopharyngeus is evi- 
denced by an extreme response to Valsalva’s experi- 
ment, or a Type II reaction. This finding has been 
seen in so-called “functional disorders of the 
pharynx,” “‘upper dysphagia,” or “dysphagia aton- 
ica,” among other terms. Six of the cases presented 
fell into this group. All showed a hypopharyngeal 
bar of excessive size. All of the patients complained 
of dysphagia which was periodical and not perma- 
nent, and did not seriously interfere with the nour- 
ishment of the patient. Three cases showed reten- 
tion of barium in the hypopharynx. The cause of 
the dysphagia and the barium retention in these 
cases was not known as a large hypopharyngeal bar 
does not in itself usually interfere with swallowing. 
Retention of barium in the hypopharynx is 
claimed by some writers to indicate serious organic 
disease. It has been noted in carcinoma of the cardia 
of the hypopharynx, carcinoma of the esophagus, 
carcinoma of the lung, mediastinal tumors, and bul- 
bar paralysis, among other conditions. Achalasia of 
the cricopharyngeal muscle may be responsible. The 
author agrees that retention of barium may result 
from these causes, but states that it also occurs in 
patients who show no signs of malignant disease in a 
period of several years’ observation. 

Spontaneous, or permanent, hypopharyngeal bar 
occurs in certain pathological conditions without the 
performance of Valsalva’s experiment. It has the 
same appearance and location as the transitory bar. 
Since the transitory bar is due to spastic contraction 
of the cricopharyngeus muscle the author believes 
that the permanent hypopharyngeal bar is caused by 
a permanent spasm of the muscle. Permanent 
spasms do exist. They are infrequent, but they may 
eventually terminate fatally. Autopsy material 
bears out this contention. In this instance it would 
seem that there is a failure of the cricopharyngeus to 
relax. The transitory bar is probably caused by a 
true spasm of the cricopharyngeus. True spasms are 
intermittent parakinetic symptoms, most frequently 
of reflex origin. False spasms are progressive, perma- 
nent, and are probably caused by a latent, organic 
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lesion of the cricopharyngeal sphincter. Brunner 
considers the cases of spontaneous hypopharyngeal 
bar which he presents as examples of the false spasm 
group. In all of them there was a pathological lesion 
in, or close to, the pharynx and an excessive hypo- 
pharyngeal bar. There was marked retention of 
barium, and in most cases dysphagia was manifest. 
The underlying cause of the permanent hypopharyn- 
geal bar is unknown. It can also occur in patients 
who present no organic pathology in the pharynx. 
FLETCHER AusTIN, M.D. 


NECK 


Comparative Studies of Goiter in Spain (Vergleichen- 
de Kropfstudien in Spanien). J. EuGster and R. 
DIETERLE. Helvet. chir. acta, 1952, 19: §27. 


A survey of the prevalence of goiter in Spain was 
undertaken by the authors with collaboration of the 
well known Spanish endocrinologist, J. Cafiadell. 

Several goiter regions were investigated and com- 
parisons were made, in regard to topography, be- 
tween them and corresponding areas in Switzerland. 

The greatest prevalence of goiter was found in 
the most mountainous regions as well as in the deep 
intersecting valleys, whereas the high plateaus were 
mostly free of it. The results of the investigations 
concerning iodine deficiency were not conclusive as 
such conditions were found in goiter areas as well 
as in areas in which goiter is encountered rarely. 

In Spain and in Switzerland endemic centers and 
regions free of goiter lie close to one another. 
Hygienic and nutritional conditions, and drinking 
water seem to play no great role in the etiology of 
goiter. 

The types of goiter in Spain closely resemble those 
in Switzerland. Malignant goiter occurs frequently 
in Spanish.goiter areas. Cretinism in Spain has the 
same symptomatology as in Switzerland. 

Josepn K. Narat, M.D. 


Early Stages of Thyroid Carcinoma. M. DarGENT 
and P. Guinet. Brit. M.J., 1952, 2: 1122. 


The relationship between benign and malignant 
growths may be clinically important in the preven- 
tion of malignancy. European authorities are 
agreed that carcinoma arises in a previous adenoma. 
American pathologists are divided in their opinions 
and state that carcinoma may arise in an adenoma 
or in normal parenchyma. The present authors 
maintain that a true thyroid adenoma probably 
never becomes malignant and they cite the follow- 
ing evidence in support of this contention. A thy- 
roid adenoma is a true benign tumor of follicles 
filled with colloid, with a well defined capsule, and 
not influenced by thyrotropic hormone, but the 
growth is subject to trophic disturbances such as 
cystic degeneration, hemorrhage, and calcification. 

Although a well known relationship between 
endemic goiter and thyroid carcinoma has been 
previously emphasized, other authors point out 
the absence of such a relationship, and since endemic 
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goiter is disappearing this type of indirect evidence 
is less valuable. Sex, age, and clinical history seem 
more important. 

The sex incidence among the different thyroid 
diseases shows a ratio of 1.5 females to 1 male; 
in thyroid carcinoma, which most closely resembles 
the diffuse nontoxic goiter, the ratio is 2.5 females 
to 1 male. This would indicate no relationship to 
nodular goiter. 

Regarding the age incidence, it is believed that 
if carcinoma can arise in a pre-existing adenoma, 
the average age incidence for malignancy should be 
later than for adenoma. This is true only for the 
anaplastic carcinomas, occurring mainly after the 
age of 60 years, but actually only 24 of 61 patients 
with the anaplastic form had a previous goiter. 
Actually the average age incidence for the dif- 
ferentiated forms of carcinoma is the same as for 
goiter, and strikingly so in childhood. 

In accordance with the slow clinical evolution, 
especially of the differentiated types of carcinoma, 
a malignant goiter of less than 8 years’ duration is 
considered to have been malignant from the begin- 
ning. Consequently, thyroid carcinomas of a few 
years’ duration to as little as ro months’ duration 
were probably carcinoma from the beginning. On 
the basis of this criterion only half of the carcinomas 
would then have arisen in a previous goiter. 

Experimentally, long-continued stimulation of 
the gland produces a papillary adenoma, as noted 
by Gaylord, Marine, and Lenhardt. Bielchowsky 
states that malignant growths may occur in the 
thyroid treated simultaneously with allylthiourea 
and a carcinogenic agent, o-amino-fluorene. Such 
adenocarcinomas do not arise in previous simple 
adenomas. The malignant growth occurs in place 
of a benign one, as might occur with thiourea alone. 

Metastases of normal thyroid tissue have been 
reported after long treatment with thiourea and 
thiouracil, and also a malignancy arising in Graves 
disease during treatment with thiouracil. 

In pathologic studies, several cases presented en- 
tirely independent adenomatous and carcinomatous 
lesions. This was elucidated with autoradiographic 
plates with I, In 2 cases a well encapsulated 
adenoma lay in the center of a diffuse carcinoma, 
from which it was separable. In 4 cases the car- 
cinoma was seen to arise around the capsule of an 
adenoma. Also, a case of diffuse goiter which had 
been present for 22 years presented a sudden in- 
crease in size, interpreted pathologically as a car- 
cinoma arising in a diffuse goiter. Also, 2 cases 
indicated that an adenoma can arise in a previously 
carcinomatous gland, or concurrently with the car- 
cinoma. Davip Movitz, M.D. 


Indications for Radioiodine Treatment of Thyroid 
Carcinoma. E. E. Pocutn, Gwen Hitton, N. B. 
Mant, A. J. Honour, and B. D. Corsetr. Brit. 
M.J., 1952, 2: 1115. 

Certain thyroid carcinomas resemble normal thy- 
roid tissue in their capacity to concentrate iodine. 
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Since radioactive iodine is chemically like normal 
iodine, such tumors will concentrate radioiodine. 
These tumors may thus be selected and irradiated 
with local beta radiation by the radioiodine: depos- 
ited in the tissue. 

In principle, complete surgical excision is the 
treatment of choice, if possible. Otherwise thyroid 
carcinoma should be treated with radioiodine if it 
takes up or can be induced to take up the radio- 
iodine. Actually this is complicated. The detection of 
radioiodine in tumor is difficult particularly when 
the tumor is adjacent to normal thyroid tissue, and 
repeated biopsies are not at all convenient. Exami- 
nation of the biopsy tissue for radioiodine uptake di- 
rectly is the most direct evidence, but since repeated 
biopsies of various metastases might be required for 
this, and especially since some biopsies are impracti- 
cal, such as those from bone and lung, the study of 
radioiodine uptake will have to depend on external 
counting methods. The radioiodine is detected with 
a counter applied externally to the body and thus 
the tissue is located. 

The radioactivity of biopsy material is tested by 
removing the suspected tumor tissue several days 
after administering the radioiodine. The radioactiv- 
ity of blood plasma removed at the same time as the 
tumor biopsy is also tested for comparison with the 
tissue concentration of radioactivity. The time for 


this biopsy must be chosen carefully as at first the. 


concentration is heaviest in the blood, and later in 
the tumor, if it takes up the iodine, because some- 
times the tumor tissue may concentrate the iodine 
but will not retain it. Small remnants of normal 
thyroid in the tumor specimen may give incorrect re- 
sults. It has been shown that autoroentgenograms 
indicate that the uptake of iodine is not always cor- 
related histologically, as occasionally undifferenti- 
ated tumors may also take up the iodine. 

The selection of cases for treatment with radio- 
iodine depends then on external counting methods. 
As is known, gamma radiations penetrate body tis- 
sues and can be detected by a counter external to the 
body and the location of the emitting tissue can thus 
be located. Two types of counters are used, one with 
a cylindrical shield of lead which limits its power to a 
very narrow area directly in line with the open end. 
This is known as the local counter. The second type 
has a shield on each side which makes it possible to 
estimate the distribution of radioiodine in a linear 
zone along the length of the body. By using such a 
counter, known as the profile counter, along the 
anterior midline of the body the radioiodine content 
at each level of the body may be determined. This is 
the more sensitive counter for actual detection, while 
the local counter will reveal the content more spe- 
cifically in a given area. It also appears that subse- 
quent variations in the uptake are more accurately 
measured by the profile method. 

Normally, for 2 to 3 days after the radioactive 
iodine has been administered it circulates in the 
blood as iodide while it is being removed by the 
thyroid and kidneys. During this phase the kidneys 


will contain radioactive urine and the gastric juice 
in the stomach and the salivary gland secretion will 
show radioactivity. Thus the detection of an iodine- 
concentrating thyroid metastasis will be difficult 
during this time; however, it will become less con- 
fusing after this early stage. Also, the radioactive 
content of the iodine in a lactating breast is usually 
detectable. Thus, for metastases remote from the 
thyroid gland, if the tumor concentrates, the external 
counting procedure is likely to give clear evidence 
of uptake when the physiologic alterations are 
realized. In metastases close to the thyroid the diffi- 
culties are so great as to make it impracticable to de- 
tect by external counting until the thyroid gland 
itself is removed as the thyroid tissue uptake will 
confuse or mask any uptake by adjacent tumor. 

Radioiodine uptake in thyroid carcinoma may 
become demonstrable only after the normal thyroid 
tissue is removed. This may be due to any of several 
causes, such as (1) the amount of isotope concentra- 
tion by the tumor becomes greater when it competes 
for the radioiodine only against the kidney than when 
against both the kidney and the thyroid, (2) the 
detection of a weak uptake by the tumor is technical- 
ly possible if the thyroid tissue with strong uptake 
has already been removed, and (3) in certain cases 
it appears that the ability of the thyroid tumor to 
concentrate iodine develops after thyroid ablation. 
Thyroid ablation may be accomplished either surgi- 
cally or by radioactive iodine. 

The authors report 26 cases of thyroid carcinoma 
seen in the past 4 years, which were examined before 
thyroid ablation. In 2, the radioactive uptake was 
clearly demonstrable, and in 4 it was probably de- 
monstrable. After thyroid ablation, either surgically 
or by radioactive iodine, in 5 cases with either proved 
or suspected uptake, in 10 cases with no uptake, and 
in 1 case in which the thyroid had already been re- 
moved, conclusive evidence of uptake was obtained 
in 6 and a probable uptake was noted in 4. Of the 
differentiated tumors (16), 62 per cent showed up- 
take at first, and 73 per cent showed iodine uptake 
after thyroid ablation. Thus, to a useful degree at 
least, the differentiated tumors can be made to take 
up radioactive iodine. Data on the anaplastic forms 
actually show no improvement in radioiodine up- 
take following surgical or radioiodine ablation. 

Two patients showed clear and severe tenderness 
in metastasized lymph nodes following a thera- 
peutic dose of radioiodine, although no uptake was 
demonstrable. Similar tenderness was noted in the 
thyroid gland during the week following the admin- 
istration of the therapeutic radioiodine. This tender- 
ness may therefore be taken as evidence of uptake. 
The theory is supported by a considerable reduction 
in the size of the concerned lymph nodes and by 
histologic evidence of tumor destruction in these 
glands. Edema may also develop at the site during 
radioiodine therapy. In these 2 cases normal thyroid 
tissue was still present. in the neck and may have 
accounted for lack of evidence on external counting. 
Thus, when carcinoma is suspected a surgical 
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biopsy should be made to determine its thyroid ori- 
gin and degree of differentiation. Radical excision is 
done if surgically feasible. If it is not possible to re- 
move all of the lesion, then as much of the normal 
thyroid tissue should be removed so as to leave the 
radioiodine for the tumor instead. Undifferentiated 
tumors may be treated by radiotherapy if sensitive, 
unless it can be shown that they take up radioactive 
iodine. For inoperable but well differentiated tu- 
mors, thyroid ablation with radioiodine is recom- 
mended. DaniEt Movitz, M.D. 


Roentgenographic Diagnosis of Tumors of the 
Glomus Jugularis. Pau, A. RIEMENSCHNEIDER, 
Gorpon D. Hoopte, Davip BREWER, DAvipD JONES, 
and ARTHUR EcKER. Am. J. Roentg., 1953, 69: 59. 


The authors review the literature on tumors of the 
glomus jugularis and emphasize the fact that there is 
a lack of knowledge concerning the roentgenological 
diagnosis in cases previously reported. It is believed 
that tumors of the glomus jugularis fall into two 
groups—benign and malignant. It is possible that 
the benign tumor is actually an earlier stage of the 
malignant one. Those which arise from above the 
dome of the jugular bulb seem to rapidly erode the 
floor of the middle ear and break through the tym- 
panic membrane to present as a bleeding tumor mass 
in the external canal. With malignant changes, 
there is destruction of the petrous pyramid, involve- 
ment of the cranial nerves, pressure on the brain 
stem, and presentation of a mass in the nasopharynx. 

In the x-ray differential diagnosis, it would seem 
that early these tumors cannot be differentiated from 
chronically infected mastoids and show mainly a 
sclerosis of the mastoid. Later, a massive destruction 
of the bone is noted, particularly in the petrous 
pyramid. They are differentiated from an acoustic 
neuroma because the latter tend to widen the internal 
auditory meatus, and the former causes more of a 
mass destruction of the lower portions of the petrous 
pyramid, and is also frequently accompanied by a 
mass in the nasopharynx. Primary tumors of the 
nasopharynx also may erode the base of the skull, 
but they do not cause the massive destruction of the 
entire petrous pyramid. Chordomas will frequently 
show some aberration of the dorsum sellae in addi- 
tion to other soft bone and soft tissue changes. 
Carcinoma of the sphenoid sinus will be demon- 
strated by the primarily local destruction. Metastat- 
ic carcinomas might, of course, be confused, but 
none of these tumors produce the tremendous vas- 
cularity which is visible on vertebral angiograms 
and venograms, which also show distortion of the 
normal vessels as a result of the tumor mass. 

The authors present 2 cases which exemplify their 
contentions. Wittram K. Wricat, M.D. 


Tumors of the Jugular Glomus. THEODORE WINSHIP, 
Bonita Gopwin, and ELIZABETH VAN CREVELD. 
Arch. Chir. Neerl., 1952, 4: 249. 


The authors review the literature on glomus 
jugular tumors from the date of the first description 
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by Guild in 1941. To date, 65 cases of histologically 
proved glomus jugular tumors have been published 
and reported. They occur predominantly in women 
(85%), the age incidence varying from 17 to 80 
years, averaging about 44 years. There is a fairly 
consistent history of long-standing otorrhea, pro- 
gressive deafness, and of a mass being present in 
the external auditory canal. Later symptoms con- 
sist of tinnitus, dizziness, pain, and paralysis of the 
various cranial nerves. 

The tumors are soft, dark red, extremely vascular, 
and appear somewhat like granulation tissue. They 
are histologically quite similar to the carotid body 
tumors, being composed of nests of cuboidal cells 
with eosinophilic, finely granular cytoplasm, and 
prominent vesicular nuclei. The cells are separated 
by vascular strands of fibrous tissue. They originate 
from the connective tissue along the nerve of 
Jacobson, the nerve of Arnold, the adventitia of the 
dome of the jugular bulb, near the junction of the 
nerve of Jacobson with the great superficial petrosal 
nerve, near the crossing of the mastoid canaliculus 
with the descending part of the facial canal, and 
along the distal portion of the nerve of Arnold. 
There apparently is a familial tendency in these 
tumors and they frequently coexist with carotid 
body tumors. 

Therapy has consisted of surgical removal, radium 
application, and x-ray therapy. These tumors have 
generally been considered as radioresistant; however, 
the mortality following irradiation in a smal] number 
(6 cases) has been about the same as that following 
surgery, and some recurrences have been controlled 
entirely by radiotherapy. The all-over statistics, 
where a follow-up has been possible, show a mortality 
rate of 21 per cent. The authors believe that this 
can be drastically reduced in the future by early 
diagnosis of this condition, and they suggest that, 
because of the predominant sexual characteristics 
of the tumor, estrogens or androgens might be tried 
in cases which are not controlled by the conventional 
type of therapy. Wituram K. Wricat, M.D. 


Sarcoma of the Larynx. KENNETH L. Dien. Arch. 
Otolar., Chic., 1953, 57: 40. 


Sarcoma of the larynx is extremely rare, occurring 
in the ratio of about 1 sarcoma to 100 carcinomas of 
the larynx. The author adds 2 cases to the litera- 
ture, stressing, in his brief discussion, the frequently 
benign appearance of the tumors and the necessity 
of thorough microscopic examination of the tissue. 

The first case he reports occurred in a 62 year old 
woman whose chief complaint was hoarseness of 8 
months’ duration. A moderately sized tumor, about 
1 by 2 cm., and filling about three-fourths of the 
laryngeal cavity, was found in the larynx. The 
biopsy report was fibroma. Because of the size of 
the tumor the approach for removal was by laryngo- 
fissure. The total tumor mass was removed and the 
pathologist’s report was fibrosarcoma. A recurrence 
of the tumor, with severe laryngeal obstruction, 
necessitated total laryngectomy. 
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The second case reported occurred in a white male 
whose chief complaint was hoarseness of 1 year’s 
duration which had become more severe 3 weeks 
prior to admission to the hospital. Laryngeal exam- 
ination revealed a large tumor mass involving the 
right vocal cord and the anterior commissure of the 
larynx. By means of suspension laryngoscopy a 
biopsy was taken. The pathological diagnosis was 
fibrous tissue. The procedure was repeated 2 weeks 
later and the pathological diagnosis was chronic in- 
flammation. Again the procedure was repeated and 
as much of the tumor as possible was removed. The 
microscopic diagnosis of this tissue was sarcoma. A 
total laryngectomy was performed. Hypotensive 
anesthesia was used and practically no bleeding oc- 
curred during the operation. 

The case reports emphasize the fact that sarcoma 
may give the impression of a benign tumor both 
clinically and histologically. The author states that 
if the diagnosis is made he considers that total 
laryngectomy is the indicated treatment. 

FLETCHER AustTIN, M.D. 


Metachronous Carcinomas of the Oral Cavity, 
Pharynx, and Esophagus (Cancers étagés oro- 
pharyngo-oesophagiens). PauL CHENE, GEORGES 
BruL£, JEAN R. SCHLUMBERGER, and Rémi GERARD- 
MARCHANT. Presse med., 1952, 60: 1661. 


The subsequent development of carcinoma of the 
esophagus in patients with carcinoma of the oro- 
pharynx is not as rare as is indicated by material 
appearing in the literature. The authors observed 
8 instances of such metachronous malignancies. 


The locations of the initial carcinomas in these 
patients were: the larynx in 2, the lip in 1, the floor 
of the mouth in 1, the tonsil in 1, the tongue in 1, 
and the uvula in 2. In each of these patients a 
carcinoma of the esophagus subsequently developed. 
In none of them did the esophageal carcinoma 
develop by direct extension but existed at a con- 
siderable distance from the oropharyngeal growth. 
The period of time between the appearance of the 
oropharyngeal carcinoma and the esophageal growth 
varied between 1 and 13 years. Histologic examina- 
tion of both of these tumors showed them to be 
identical. 

There are 3 possible explanations for the develop- 
ment of the second carcinoma. It may result from 
implantation of malignant cells derived from the 
upper tumor; however, this seems unlikely in these 
patients because the esophageal carcinoma devel- 
oped a considerable period of time after the oro- 
pharyngeal cancer had been treated and apparently 
arrested. It is doubtful that the second carcinoma 
arose through metastatic spread. Such spread is 
difficult to explain on an anatomic basis and the 
length of time mitigates against a theory of this 
kind. 

The most probable explanation is the develop- 
ment of a second, independent carcinoma. These 
double, and at times triple, carcinomas of the oro- 
pharynx and esophagus are not examples of recur- 
rence. They appear rather as successive local mani- 
festations of a cancer developing on mucous mem- 
branes of the same embryologic origin and histologic 
type. Rosert A. WIsE, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Posttraumatic Diencephalic Syndrome with Psy- 
chiatric, Motor, and Endocrine Sympathetic 
Manifestations (Sindrome diencefalica post-trau- 
matica con manifestazioni psichiche, motorie ed en- 
docrino-vegatative). A. NER1 and I. Papo. Chirur- 
gid, 1952, 7: 81. 

The patient, a 30 year old elementary school 
teacher, during his military service in 1942, fell and 
fractured a malleolus. The patient also struck his 
head against the ground at this time and a few 
months later exhibited the encephalographic find- 
ings of a posttraumatic hydrocephalus. In 1943 
pernicious malaria was acquired and its treatment 
resulted in quinine intoxication. In 1944, in an 
automobile collision, the patient suffered a blow on 
the head which caused him to remain unconscious 
for 4 days. Nevertheless, he seemed to recover from 
all these incidents and remained in fairly good 
health until 1947. At this time he suffered a sudden 
diminution of the power of vision and suffered a 
convulsive attack lasting a couple of hours. There 
was another such attack 6 weeks later. These attacks 
were followed by a whole gamut of other symptoms 
occurring at various times and with varying inten- 
sity, but at times apparently disappearing entirely, 
so that the family of the patient would believe he 
was cured. 

The symptoms were of three general types. In 
addition to the convulsive attacks and other evi- 
dence of motor disturbance, there developed psychic 
changes resembling those of dementia praecox or 
schizophrenia, and finally sympathetic and endo- 
crine disturbances (gynomastia and evidences of 
psychic feminization). The penis was rather hypo- 
a and the patient suffered from absence of 
libido. 

The authors believe that the condition in this 
patient is an instance of posttraumatic diencephalic 
syndrome, and that the lesion is situated in the re- 
gion of the diencephalon beneath the thalamus, the 
region which is designated by De Morsier as the 
“center of constant vulnerability.”’ This is the region 
to which converge the lines of force arising as a re- 
sult of a blow on the skull from whatever direction, 
and it is at this point that a great variety of nerve 
paths converge and where numerous vegetative cen- 
ters are situated. The preservation of intelligence 
accompanied by a marked loss of the power of 
memory points to this region. The patient also 
constantly showed some sugar in the urine (trau- 
matic diabetes). 

The emotional instability in this case can be ex- 
plained by the recently demonstrated functional 
control of the emotions, which is now known to be 
largely a function belonging to the diencephalon. 
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All in all the study of posttraumatic diencephalic 
lesions has led to an understanding of the so-called 
“syndrome of hysteria” to the point where some of 
the classic instances of Charcot’s hysteria have un- 


dergone a salutary revision. In one regard, however, 


the posttraumatic diencephalic syndrome differs 
from Charcot’s conception of hysteria in that the 
patient whose case is here reported did not seem 
amenable to suggestion. 

Joun W. BRENNAN, M.D. 


PERIPHERAL NERVES 


Delayed Ulnar Paralysis (Le paralisi tardine dell’ 
ulnare). A. PricHio. Chir. org. movim., 1952, 
37: 343- 

The present report is based on observations of 24 
cases of late paralysis of the ulnar nerve. This 
paralysis is seen following fractures of the capitulum 
and of the condyle of the humerus, and malunion and 
pseudarthrosis of the elbow. The particular condi- 
tions that may produce such a paralysis are: deforma- 
tion of the distal epiphysis of the humerus; altera- 
tions of the epitroclear sulcus; compression of the 
nerve; compression of the blood supply to the nerve; 
muscular fibrosis; and para-articular calcifications. 
However, the major cause of this paralysis has 
always been associated with a valgus deformity at 
the elbow. 

The author examined the expansibility and ten- 
sion produced in the ulnar nerve in various degrees of 
valgus. This study was carried on at surgery and at 
autopsy. He was able to show that the ulnar nerve 
per se did not undergo any changes in this respect. A 
study was then made of the blood supply and the 
abundant connective tissue found along the course 
of the ulnar nerve in its course about the elbow. The 
vascular supply and the fibrillary neural elements of 
the connective tissue were the first structures that 
were placed under tension in valgus deformity of the 
elbow. This results in a dystrophic reaction leading 
to the excess production of fibrous tissue, calcification 
and arthritis, and secondary involvement of the 
ulnar nerve. The author supports these observa- 
tions by showing that delayed ulnar paralysis has 
followed joint contusions (3 cases), nonfracture dis- 
locations (4 cases), rheumatoid arthritis (1 case), 
niserian arthritis (1 case), primary deformans ar- 
throsis (1 case), and osteophytosis (1 case). 

The period of development of the ulnar paralysis 
ranged from 2 to 30 years. 

The treatment varies in each particular case. 
Medical management should always be tried and 
those patients who fail to respond should be sub- 
jected to surgery. The procedure of choice for 
late ulnar paralysis is neurolysis and anterior trans- 
position of the ulnar nerve. 

RoLanp A. MAnrrep1, M.D. 
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SYMPATHETIC NERVES 


Lumbar Sympathectomy in the Treatment of 
Obliterating Arteriosclerosis (La gangliectomia 
lombare nel trattamento della arteriosclerosi obliter- 
ante). GASTONE DE Luca. Gior. ital. chir., 1952, 8: 
769. 

In the past, peripheral arteriosclerosis was con- 
sidered as an entity which did not benefit from 
sympathectomy. In recent years, the surgical 
pathology that is associated with this condition has 
been re-evaluated, and sympathectomy has proved 
to be of definite value. 

In arteriosclerosis obliterans, the intimal calcific 
plaques are usually present in the major limbic 
arteries. The collateral arteries of smaller caliber 
are not involved in this process. In the artery under- 
going arteriosclerosis, segmental narrowing of the 
intima due to functional spasm is also present. 
These effects have been demonstrated by arterio- 
graphic studies. The favorable effects of sym- 
pathectomy are due to the release of vasospasm in 
the segmental portions of the main arterial trunk 
and, to a greater extent, to the increased blood flow 
through the vasodilatation produced in the intra- 
muscular collateral circulation. 

There are other advantageous effects of sym- 
pathectomy. The increased peripheral resistance, 
which normally occurs in the dependent portions 
of the body when it changes from the supine to the 
erect position, is abolished. The vasoconstrictor 
response to cold temperature stimuli is reduced. 
Sympathectomy also abolishes the vasoconstrictor 
response to emotional and psychic stresses. 

The author has collected numerous cases from the 
literature confirming the benefits of sympathectomy 
in arteriosclerosis obliterans. He reports the ob- 
servations made in 30 cases of peripheral ar- 
teriosclerosis. 

In this series the cases were selected for surgery 
on the basis of the response to paravertebral 
sympathetic block with procaine or to the intra- 
venous administration of tetraethyl ammonium 
chloride. Subjective improvement, oscillometric 
studies, and skin temperature changes were the 
criteria for evaluation. Of the 30 patients studied, 
16 were subjected to sympathectomy, and divided 
into groups based on the classification of de Takats. 

In group 1 (4 cases) there were diminished-to- 
absent pulsations in the foot, the skin was warm and 
of good color, and the patient could walk up to 600 
meters without pain. In group 2 (5 cases) there 
were no pulsations in the foot, the skin was cold and 
slightly cyanotic, and the patient could only walk up 
to 200 meters without pain. In group 3 (2 cases) 
there is pain even at rest, which was aggravated by 
any walking. In group 4 (5 cases) there were ulcera- 
tion and dry gangrene. 

In these cases a lumbar sympathectomy under 
general anesthesia was performed with resection of 
the chain from L-2 to L-4. 

The results of this treatment were as follows: 
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In 6 patients with moderately severe pain, 4 were 
completely relieved and in 2 the pain was ameliorated. 
Two patients with localized gangrene of one toe had 
no benefit, and another with extensive gangrene of 
the foot required a supracondylar amputation follow- 
ing the sympathectomy. In 1 case there was com- 
plete epithelization of an ulceration following the 
sympathectomy. In another case there was in- 
complete scarring of an ulceration. All patients with 
intermittent claudication were benefited by the 
sympathectomy. In 11 cases, coldness and pallor 
of the foot were overcome. : 

In conclusion, 12 of 16 patients with arterio- 
sclerosis obliterans were benefited by sympathec- 
tomy. Three patients received no benefit from this 
procedure, and 2 of these required amputation to 
arrest the development of gangrene. 

RoLanp A. MANFREDI, M.D. 


Considerations on the Postoperative Tone of the 
Blood Vessels of the Extremities After Sympa- 
thectomy (Beitrag zum Problem des postoperativen 
Tonus der Extremitaetengefaesse nach Sympathek- 
tomien). H. Krysster. Langenbecks Arch. u. Deut. 
Zschr, Chir., 1952, 272: §11. 

The author noticed that following sympathectomy 
the peripheral circulation in the sympathectomized 
extremity may improve temporarily or may show no 
noticeable changes. However, sweating tests per- 
formed even 3 years after the operation show loss of 
sweating in the sympathectomized area. He con- 
cluded that the circulation and sympathetic innerva- 
tion of the skin do not behave similarly. This was 
also noticed in 1 patient who had no vascular dis- 
turbances. 

The poor results cannot therefore be explained by 
regeneration of the sympathetic chain or inadequate 
sympathectomy. The author assumes that immedi- 
ately following sympathectomy there is a period of 
increased blood circulation which is soon reduced to 
normal by factors of the peripheral metabolism. In 
some cases of vascular diseases the immediate post- 
operative overabundant blood circulation is reduced 
to normal and the operation is successful. In other 
cases there is no response of overabundance although 
the blood circulation is increased and there is no re- 
duction by the peripheral metabolism. In these 
cases the circulation is increased but remains inade- 
quate. The author does not use any scientific meth- 
ods to prove his theories. | GrorcE Perret, M.D. 


MISCELLANEOUS 


Ruptured Intervertebral Discs. FRANcis C. GRANT 
and FRANK E. NuLsen. Surg. Clin. N. America, 
1952, 32: 1777. 

Grant and Nulsen have presented their extensive 
experience in the diagnosis and treatment of rup- 
tured intervertebral discs in a well organized and 
helpful paper; they have considered both the lumbar 
and cervical lesions. In the lumbar herniations they 
point out that the pathognomonic sign is a sciatic 
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pain which is made worse on coughing or sneezing 
and often goes into remission on bed rest only to 
recur when activity is resumed. The classical signs 
of spasm of the back muscles, restricted straight leg 
raising, decreased ankle jerk, and sensory diminution 
were present in a high percentage of patients. 

X-ray findings other than those of myelography 
are important only in excluding other disease 
processes. There are no plain x-ray findings which 
will confirm a diagnosis of lumbar disc herniation. 
Myelography, on the other hand, will usually demon- 
strate the lesion; at the same time the authors 
caution that one must be familiar with the technique 
and limitations in order not to be misled. 

In the treatment of lumbar discs, the authors rec- 
ommend a trial of bed rest and restricted activity 
with a back brace prior to operation. If symptoms 
do not improve, if they recur too frequently, or if 
the patient must be too limited in his activity, 
operation is indicated. The indications for spinal 
fusion should be reconsidered when surgical inter- 
vention is elected; the authors do not believe that. 
fusion is advisable in the great majority of patients. 

The signs and symptoms of cervical discs are 
fairly analogous to those which are produced by 
lumbar discs. Radiating pain into the fingers with 
exacerbation on coughing and with sensory, reflex, 
and muscle weakness can usually be elicited. Even 
greater conservatism is cautioned before operative 
intervention is used in the treatment of these lesions. 
The authors believe that the operative risk is greater 
and the results are not as satisfactory. 

Thoracic disc herniations constituted less than 0.5 
per cent of the authors series and were usually dis- 
covered at operation. Investigation directed toward 
a suspected cord tumor results in the proper manage- 
ment of such cases. Josepu Ransonorr, M.D. 


Interspinous Fusion for the Treatment of Herni- 
ated Intervertebral Discs: Utilizing a Lumbar 
Spinous Process as a Bone Graft. SamMuEL 
SPADEA and HANNIBAL HAMLIN. Ann. Surg., 1952, 
136: 982. 


The authors discuss their clinical findings, opera- 
tive technique, and 1 year follow-up studies in a 
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series of 100 cases of combined disc removal and 
interspinous fusion. They present data which sug- 
gest that delay in operative intervention after the 
onset of symptoms contributes significantly to the 
percentage of failures in treatment. The operation 
used in the series consisted in the conventional re- 
moval of the disc along with a slightly modified ‘““H”’ 
graft fusion, but no attempt at joint fusion was 
made in any case. 

Five poor results are described among the 100 
cases. Four of the patients have had subsequent 
operations for herniated discs at levels other than 
that of the primary fusion, and 1 is awaiting opera- 
tion. The 4 who were again operated upon had sim- 
ple removal of the involved disc at the new level. 
The old fusion sites were inspected and found to be 
solid. No fusion was performed at the new level. 
The subsequent recovery in each case has been 
exemplary. 

The authors conclude that better operative re- 
sults are obtained when disc removal is combined 
with spinal fusion. They think that the small “H” 
type of graft at the interspace is adequate, and less 
time-consuming than the conventional fusion. 

Epwarp B. SCHLESINGER, M.D. 


Large Ependymomas of the Cauda Equina (Les 
tumeurs ependymaires geantes de la queue de che- 
val). J. E. Parttas, M. Doncrer, and M. BapIEr. 
Sem. hop., Par., 1952, 28: 2899. 

Two cases of ependymoma of the cauda equina 
are described and the literature is reviewed. A good 
bibliography is appended. 

The points stressed are: the frequency of ependy- 
moma in this location as opposed to other parts of 
the neural axis; the large size which these (and all 
cauda equina tumors) attain; their frequent appar- 
ent origin from the filum terminale; and the differen- 
tiation of the pure ependymoma from the ependy- 
moglioma. 

The clinical course of these tumors is described. 
It is admitted that there is little in this picture to 
allow one to decide prior to operation whether epen- 
dymoma or the more usual neurinoma exists. 

FRANK E. Nutsen, M.D. 
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CHEST WALL AND BREAST 


Lymphangiosarcoma in Postmastectomy Lymph- 
ema. P. A. Vos. Arch. chir. Neerl., 1952, 4: 197. 


The author reports the rather rare development of 
a lymphosarcoma in a lymphedematous forearm oc- 
curring 14 years after radical mastectomy and axil- 
lary dissection for carcinoma. There was no postop- 
erative irradiation. The swelling resembled a hema- 
toma and incision produced much bleeding and the 
extrusion of somewhat friable, lobulated, hemor- 
rhagic tissue described and illustrated as lymphan- 
giosarcoma. In spite of wide local excision and irra- 
diation, the patient rapidly developed pleural sha- 
dows and effusion and died 8 months later. No au- 
topsy was made. JANE C. MacMILtan, M.D. 


TRACHEA, LUNGS, AND PLEURA 


The Architectural Basis of Pulmonary Ventilation. 
Epwarp D. CuurcHILL. Ann. Surg., 1953, 137: I. 


This report constitutes an abstract of the Roswell 
Park Lecture given by Churchill to the Buffalo Sur- 
gical Society. It deals with pulmonary ventilation on 
an architectural basis. The sudden complete occlu- 
sion of a major bronchus causes absorption of the air 
contained in the involved lung which results in true 
pulmonary atelectasis. With the persistence of the 
occlusion, mucoid secretion alters the status of the 
lung from atelectasis to that of the “drowned” lung. 
This sequence may be altered by infection producing 
pneumonitis which becomes manifest in the patient 
by intermittent fever. Sudden complete occlusion 
of the segmental bronchus does not usually cause 
atelectasis because the air content of the involved 
segment is refurbished by the physiologic drift of 
air from the neighboring unobstructed segments. 
The drowning phase of obstruction, however, does 
occur in its usual sequence—the filling with mucoid 
material which manifests itself roentgenologically as 
a segmental collapse. Hence this rule: “The air 
passages within a bronchopulmonary segment are 
terminal structures insofar as mucous secretion is 
concerned but are not terminal ducts with respect 
to air.” 

Chronic obstruction with uninfected mucoid 
causes distention of the distal air passages resulting 
in the fusion of bronchioles and air spaces which in 
turn results in the formation of thin-walled cavities 
characteristic of bronchiectasis. These spaces per- 
sist even after the relief of obstruction and remain 
dilated but filled with air. Such involved tissue con- 
tains trapped air that does not escape even on wide 
incision of the bronchial tube. This diseased tissue 
serves no respiratory usefulness and provides no 
ventilatory benefits. 

Examination of bronchiectatic material under the 
dissection microscope reveals obliterated portions of 


bronchi in the shape of isolated cords, remnants of 
epithelial lining, and tiny retention cysts due to lib- 
erated secretory cells. Although degenerative 
changes take place in the bronchopulmonary seg- 
ment, its blood vessels remain patent: and a shunt 
with its attendent complications may occur. Fur- 
ther, an increase in the circulation of the con- 
comitant bronchial artery with its high pressure 
—" may cause blockage of the shunt of venous 
blood. 

The space-occupying function of air is discussed 
in some detail and it is suggested that this may be 
regarded as a compensatory mechanism protecting 
against the development of emphysema in the sur- 
rounding uninvolved lung tissue. 

B. G. P. SHAFIROFF, M.D. 


Congenital Malformations of the Trachea, Bronchi, 
and Lung. Paut H. HOoLincer, KENNETH C. 
JoHNSTON, Victor N. PARCHET, and ARNOLD A. 
ZIMMERMANN. Ann. Otol. Rhinol., 1952, 61: 1159. 


This article consists of a presentation of cases of 
congenital malformations of the trachea, bronchi, 
and lungs, with particular emphasis on their clinical 
aspects. 

The classification of the subject as a whole by 
Puzziel and Epifanio, Gruenfeld, and Jordan was 
considered. The classification of Jordan was selected 
as a basis for this article as it covered the field 
adequately; it was simplified for practical purposes. 
Its original form includes all recognized anomalies as 
well as imaginable possibilities, but omits anomalies 
such as monsters and conjoined twins. A table of 
anomalies of the trachea is presented in the original 
article. 

This report is based on cases of various anomalies 
obtained from the clinical and autopsy material of 
St. Luke’s Hospital, The Children’s Memorial Hos- 
pital, and the Research and Educational Hospitals 
of the University of Illinois. Many of the patients 
had been hospitalized because of respiratory ob- 
struction, often as acute emergencies, and therefore, 
they are of particular interest to the bronchologist 
and are described from this point of view. 

There were congenital constrictions or stenoses of 
the trachea, 2 cases of congenital esophageal atresia 
with tracheoesophageal fistula, 7 cases of tracheal 
stenosis of congenital origin, congenital enlargement 
of the trachea, tracheal evaginations or outgrowths, 
tracheoesophageal fistulas associated with congenital 
esophageal anomalies, congenital abnormal bifurca- 
tion of the trachea, and anomalous tracheal lungs. 

Anomalies of the bronchi and the lungs included 
complete agenesis, constriction, or enlargements of 
the bronchial tree, bronchial compression, broncho- 
malacia, bronchial evagination or outgrowth, con- 
genital cystic malformation, idiopathic emphysema 
of the pulmonary lobe, subnumerary bronchi, lobes, 
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and fissures, anomalous bronchial and lung tissue 
attached to tissue other than that of the respiratory 
system, atelectasis, and atypical histology. 

A series of 185 cases of congenital malformations 
of the trachea, bronchi, and lungs is presented from 
the year 1936 through 1951 from the hospitals men- 
tioned above. The great majority of these cases, ap- 
proximately 75 per cent (140), were seen at the 
Children’s Memorial Hospital, where the total ad- 
missions were found to be 72,907 during this 15-year 
period. 

As in all studies of congenital anomalies, the re- 
view of anomalies of the lower respiratory tract has 
shown a frequent association. of anomalies of other 
organs and systems, as well as frequent multiplicity 
of anomalies within the respiratory tract itself. 

Joun H. Monaropt, M.D. 


The Anatomy of Pulmonary Stenosis and Atresia, 
with Comments on Surgical Therapy. THomas 
N. P. Jouns, G. RatnEy WILLIAMS, and ALFRED 
BLALock. Surgery, 1953, 33: 161. 


This report relates to a study of 95 autopsy speci- 
mens of pulmonary stenosis or atresia with an inter- 
ventricular septal defect (tetralogy of Fallot), speci- 
mens of valvular pulmonic stenosis with an intact 
ventricular septum not being included in this series. 
Surgery had been performed on 79 of the 95 patients 
in an attempt to relieve the disability and cyanosis. 
These cases may not be representative of the condi- 
tion of all of approximately 1,100 patients upon 
whom such an operation was attempted, for it was 
apparent that the mortality rate was highest among 
those with the serious malformations. 

The specimens were classified into the following 
groups, according to the anatomy of the region of 
the pulmonary conus and valve: (1) pulmonary 
atresia, (2) valvular pulmonary stenosis, (3) com- 
bined infundibular and valvular pulmonary stenosis, 
and (4) infundibular pulmonary stenosis. 

1. Pulmonary atresia, 22 cases. There was atre- 
sia at the pulmonary valve in 19 and in the in- 
fundibulum in 3; the pulmonary artery was hypo- 
plastic in 19, absent in 1 case, and normal in size in 
2 cases; and the aorta was greatly enlarged and 
transposed more than 60 per cent in 18 cases. 

2. Valvular pulmonary stenosis, 10 cases. The 
pulmonary artery was generally normal in size or 
dilated distally; the aorta was deviated to the right, 
only slightly in 7 cases but more than 60 per cent in 
3 cases. 

3. Pulmonary infundibular and valvular stenosis, 
14 cases. Most of the patients were elderly. The 
interposed infundibular chamber was fairly large in 
approximately 50 per cent of the cases and more than 
60 per cent deviated to the right of the aorta in 
Q cases. 

4. Infundibular pulmonary stenosis, 49 cases. The 
type of stenosis and the size of the infundibular 
chamber are determined by the development and po- 
sition of a muscular structure (crista supraventricu- 
laris or infundibular crest) which hangs in front of 
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the interventricular defect, its inferior border arch- 
ing to provide an opening for pulmonary outflow. 
The infundibular chamber was well developed in 
18 cases, moderately well developed in 13, and poor- 
ly developed in 18. 

The stenosis of a well developed infundibulum is 
in a most favorable location for direct surgical at- 
tack. The patients are older, the aorta is not as 
markedly dextroposed, and the aortic orifice is not 
as abnormally enlarged as in cases with high small 
chambers. The size of the pulmonary artery usually 
varies inversely with that of the aorta. Resection of 
the stenotic area in a moderately well developed 
chamber is also fraught with the danger of injuring 
the aortic valve. Poorly developed infundibular 
chambers are not only short but are narrowed by 
thick muscle which gives the outflow track the ap- 
pearance of a small tunnel. Only with extreme diffi- 
culty can a surgical instrument penetrate such a 
tunnel. The aorta was markedly dextroposed in 14 
of these 18 cases and was generally larger than 
normal. The pulmonary artery tended to be smaller 
than normal. 

Division of the stenotic valve is unanimously con- 
sidered to be the procedure of choice for valvular 
pulmonary stenosis with an intact ventricular sep- 
tum. The treatment of some forms of tetralogy of 
Fallot is also generally agreed upon. In pulmonary 
atresia an anastomosis between a pulmonary artery 
(if one is available) and a systemic artery is recom- 
mended. The treatment of pulmonary valvular sten- 
osis should probably consist of valvular division, ex- 
cept perhaps in adults. 

There is considerable difference of opinion, how- 
ever, concerning the procedure of choice in other 
forms of the tetralogy of Fallot. The authors recom- 
mend a direct approach in combined infundibular 
and valvular stenosis only when the principal ob- 
struction is at the valve. 

Infundibular stenosis, because of its marked mor- 
phologic variations, poses the main problem. Some 
investigators favor a direct attack to avoid intro- 
ducing still another anomaly, an artificial ductus, 
and to enhance oxygenation of the blood. The 
authors contend, however, that while infundibular 
resection is theoretically preferable to the creation of 
an artificial ductus, the hazards of a direct approach 
preclude its general adoption presently. They pre- 
dict that for the next several years pulmonary 
atresia and high infundibular stenosis will be treated 
by a shunt procedure, and that there will be a pro- 
gressive increase in the use of infundibular resection 
in the treatment of low infundibular stenosis with a 
large chamber. Davi H. Lynn, M.D. 


Surgical Problems Imposed by Certain Bronchial 
Foreign Bodies (Les problémes chirurgicaux posés 
par certains corps étrangers bronchiques). CHALNOT, 
GRIMAUD, and GILLE. Presse méd., 1952, 60: 1567. 


In spite of the difficulties occasionally encountered 
in attempting to remove foreign bodies from the 
bronchi with the aid of the bronchoscope, specialists 
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in extraction usually succeed in the end. However, 
in a few instances, surgery will be required. Two 
such cases are described in detail. In one, symptoms 
of asphyxia developed following unsuccessful at- 
tempts at bronchoscopic removal. In the other, a 
chronic pulmonary suppuration developed about a 
foreign body that had remained unrecognized for 2 
years and which could not be removed through the 
bronchoscope. Acute intolerance to foreign bodies in 
the bronchus is usually caused by anoxia due to ob- 
struction of the air passages, which depends largely 
upon the shape and size of the foreign body. Thus 
larger, round bodies are likely to cause greater ob- 
struction than elongated or irregularly shaped ob- 
jects. The shape is also of greater importance than 
the size, and also multiple foreign bodies are more 
dangerous. Vegetable foreign bodies cause more 
trouble than metallic objects, because they swell and 
increase in size. Fixed foreign bodies usually have a 
better prognosis than moving foreign bodies. In 
some cases of anoxia with incipient infection, foreign 
bodies may lead to a serious state of shock. 
Following aspiration of a bean, a child of 2 years 
was seized with an attack of cough, dyspnea, and 
cyanosis. After a few minutes she appeared normal, 
but later in the afternoon she suffered respiratory 
distress growing worse during the night. Upon ad- 
mission to the hospital, bronchoscopy revealed the 
site of the foreign body, but it could not be removed 
through the bronchoscope. Following temporary im- 
provement, her symptoms recurred after 5 hours. 
She was placed in an oxygen tent. Roentgen exam- 
ination revealed total atelectasis of the right lung. 
Thirty-two hours following aspiration of the foreign 
body, intubation was accomplished and a right 
thoracotomy with resection of the fifth rib was per- 
formed. The foreign body could not be palpated, so 
the bronchus was opened on its posterolateral sur- 
face and a bronchotomy performed at the level of the 
bifurcation. The bean was found a little below the 
origin of the superior lobar artery and its mobiliza- 
tion produced atelectasis on aeration of the upper 
lobe. The bronchotomy was extended upward to ob- 
tain a better view of the foreign body, but the infant 
suddenly became cyanotic. Reanimation with oxy- 
gen was attempted. There was no pulse and the 
heart had stopped. After hasty removal of the for- 
eign body, cardiac massage was begun, with inten- 
sive reoxygenization up to go contractions per min- 
ute. After 1 minute of massage, pulsation continued 
spontaneously but only at a rate of 30 per minute. 
After another minute of cardiac massage the condi- 
tion improved. The bronchotomy was closed with 
careful pleuralization and the intrapleural applica- 
tion of penicillin. The thoracotomy was closed in 3 
layers with drainage. During the operation the child 
was given a perfusion of 150 c.c. of isogroup blood. 
The following morning she was pink but febrile and 
semiconscious. On the second day she was still cy- 
anotic, febrile, and semiconscious. In spite of con- 
tinued treatment, the infant died 60 hours after the 
operation. Autopsy 24 hours after death revealed a 
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loss of substance in the left diaphragmatic cupula 
about 2 cm. from the esophageal orifice and gastric 
necrosis like that seen following severe infections. 

Operation on a boy of 9 years who had aspirated a 
carpet tack 2 years earlier, and in whom bronchos- 
copy had failed, revealed severe parietal pachy- 
pleurisy, but dissection at the interlobar fissure was 
easy. A right inferior lobectomy was performed with 
pleuralization and drainage, and penicillin and strep- 
tomycin were given intrapleurally. The tack showed 
considerable oxidation and there were thick bands of 
sclerosis. The postoperative course was smooth and 
the patient was up on the seventh day. Six weeks 
later he was found to be in excellent condition. Pa- 
tients of this type respond better than those with 
severe initial symptoms. 

Chevalier Jackson has recommended that when 
the bronchoscopist meets with apparently insur- 
mountable difficulties, endothoracic surgery may 
solve the problem. The best chances for such an op- 
eration are found in cases in which the local and gen- 
eral symptoms indicate a hopeless condition. 

EpitaH SCHANCHE MOORE 


Surgical Treatment of Bilateral Lung Tuberculosis. 
Analysis of Results in 50 Patients (O chirurgicz- 
nym leczeniu dwustronnej gruZlicy ptuc. Analiza 50 
przypadkéw.) ApA Birecka. Polski przegl. chir., 
1952, 24: 341. 

The results of surgical treatment of 50 patients 
with bilateral pulmonary tuberculosis are reported. 
These 50 patients underwent 145 different surgical 
operations. There were 24 instances of extrapleural 
plus intrapleural pneumothorax with 4 deaths, 3 in- 
stances of bilateral extrapleural pneumothorax with- 
out any deaths, 3 instances of extrapleural pneumo- 
thorax plus thoracoplasty without deaths, 17 in- 
stances of intrapleural pneumothorax plus thoraco- 
plasty with 3 deaths, and 3 instances of bilateral 
thoracoplasty without deaths. The period between 
the operation on the one side and that on the other 
was 6 weeks on the average, the shortest period be- 
ing 14 days. Incumbency in the sanatorium varied 
from 5 to 24 months; the average was 8 months. 

It was found that the patient with bilateral active 
pulmonary tuberculosis could be operated upon even 
when his vital capacity was less than 2,000 c.c. (low- 
est capacity being 1,500 c.c.). The resultant surgery 
did not cause invalidism and helped to return the 
patient to the usual exigencies of life. 

It was found that at the time of leaving the sana- 
torium, the average erythrocytic sedimentation time 
was from ro to 15 mm. after the first operation, and 
from 20 to 25 mm. after the second one. Immediate 
disappearance of the tubercle bacilli was achieved in 
74 per cent of the cases; permanent disappearance in 
the stomach washings in 30 per cent, i.e., 30 per cent 
were cured, all cavities being completely obliterated. 
Sixteen per cent of the patients are working; how- 
ever, occasional positive tests for tubercle bacilli are 
made. The period of observation has been from 2 
to 4 years. 
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These results are equal to, or better than, those of 
other surgical centers. Many of the patients who 
are cured, or are on the way to being cured, had 
had quite limited processes, both with regard to the 
extensiveness of the changes, their general condition, 
and the spirometric values. In these instances, un- 
fortunately, bronchospirometric examinations were 
not made. These examinations would have per- 
mitted important conclusions with regard to the 
carrying out of the various methods of treatment 
and the omission of inappropriate methods. 

Many of the patients had received treatment in 
other institutions where surgical treatment was not 
attempted, either because of the extent of the 
pathology, or because of the general condition of the 
subject. In general, while it is admitted that in these 
patients with bilateral active changes the safety 
zone for surgery is narrower that in those with uni- 
lateral involvement of the lung, and that they de- 
mand much greater skill and labor, they were never- 
theless submitted to surgical treatment. The plan 
of treatment was laid out in successive sessions, with- 
out regard to the difficulty and danger of complica- 
tions. Only the fact that by these means the great- 
est number of patients could be returned to an active 
life was considered, and care was taken that the 
least amount of vital capacity was sacrificed to pro- 
cure the most rapid obliteration of the cavities. 

The value of bed rest should, of course, not be over- 
looked; however, such treatment, combined with the 
present ever-increasing resort to the antibiotics in 
conjunction with surgery, gives promise of ever bet- 
ter results in instances of bilateral pulmonary 
tuberculosis. Joun W. Brennan, M.D. 


The Problem of So-Called ‘“‘Air Cysts” of the Lungs 
(Il problema delle cosiddette “cisti aeree” del pol- 
mone). B. BELLION, O. ORLANDI, and E. Concina. 
Minerva med., Tor., 1952, 2: 1433. 

An excellent résumé of the roentgenological differ- 
ential diagnosis of the various air-containing cysts of 
the lungs is given by the authors. They review the 
anatomy, pathology, and pathophysiology of these 
lesions and include numerous well illustrated cases 
of the various types. As there has been considerable 
confusion and difference of opinion concerning the 
classification of these cysts, they offer the classifica- 
tion adopted by the XXVI Congress of Internists at 
Parigi. The classification as proposed by Pruvost and 
Depierre is as follows: 

1. Bronchial types of cysts 

a. Isolated cysts 

b. Congenital polycystic disease 

c. Bronchiectatic cysts, acquired or congenital- 

ly predisposed 

. Emphysematous blebs 

a. Alveolar emphysema: asthmatic, tubercu- 

lous, or stenotic 

b. Interstitial emphysema, subpleural blebs, 

interlobular blebs 

. Intrapulmonary pneumatocele 

4. Bronchoalveolar ectasia 
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The true congenital cysts are usually single lesions 
with rigid walls lined by bronchial epithelium. They 
are usually asymptomatic and are picked up in the 
course of routine roentgenological studies or after an 
episode of hemoptysis. It is often difficult to differ- 
entiate these cysts from cavernous tuberculosis, 
emphysematous blebs, or diaphragmatic hernias. 
Direct communication of the cyst with the remainder 
of the bronchial tree can be demonstrated by a 
bronchogram taken with radiopaque media. These 
points are well illustrated by case histories and by 
pictures. The polycystic type usually involves the 
entire lung field, whereas the acquired type is usually 
segmental or lobar in distribution. The latter type is 
usually secondary to pulmonary abscess, tubercu- 
losis, or infarct. If the latter points are kept in mind, 
the diagnosis becomes relatively easy. Three cases of 
congenital polycystic disease of the lungs are dis- 
cussed. A boy of 15 years had experienced repeated 
attacks of bronchitis with the production of a mod- 
erate quantity of sputum. Roentgenograms revealed 
numerous cavities in the right posterosuperior seg- 
ment, and in the apical inferior and the right infra- 
cardiac areas. In another case, it was difficult to 
differentiate the polycystic disease from bronchiecta- 
tic disease. 

Air cavities of parenchymal origin are discussed 
and illustrated. Emphysematous blebs are distin- 
guished from the first category by the fact that they 
do not fill with radiopaque material. The mechanical 
variations in pulmonary ventilation, the existence of 
an expiratory valve mechanism, and the reduction 
of caliber of the bronchi during the expiratory phase, 
along with the reduction of elasticity and the rupture 
of the pulmonary parenchyma, are all conditions 
that may be responsible for the formation of emphy- 
sematous bullae. Simple emphysematous bullae 
start out as alveolar dilatations which gradually in- 
crease in size until one is unable to recognize the 
original nature of the condition. Rupture of the 
emphysematous blebs produces spontaneous pneu- 
mothorax. Two cases illustrate the facts. One pa- 
tient had a massive pneumothorax in the right chest 
and an area suggestive of an emphysematous bulla 
on the left side. 

Scleroatrophic emphysematous bullae are usually 
widely disseminated throughout both lung fields. 
Tuberculosis and syphilis are the chief etiological 
agents. Miliary tuberculosis of a chronic nature is 
an important offender. 

Bullae of obstructive emphysema follow intra- 
mural or extramural stenosis which diminishes the 
caliber of the bronchi. This type is differentiated 
from the scleroatrophic type by the diminished cali- 
ber of the bronchi. It is especially important to 
establish a diagnosis, since carcinoma may be the 
etiological agent. Further discussions of the various 
types of lesions with accompanying cases are con- 
tained in the article. 

The authors emphasize accurate roentgenological 
diagnosis followed by specific therapy to prevent 
major damage. FRANK W. PrrRucEL1Lo, M.D. 
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Primary Solitary Neurofibroma of the Lung (Neuro- 
fibroma solitario primitivo del polmone). B. ‘Amis- 
TANI and O. SANDRI. Chirurgia, 1952, 7: 46. 

Since benign tumors of the lung, and especially 
neurofibromas, are found so much more infrequently 
than malignant tumors, the authors felt obliged to 
report their case. 

A 42 year old male developed a moderately 
productive cough approximately 15 days prior to 
admission to the hospital. At the time of admission 
he also complained of pain in his chest. A flat 
roentgenogram of the chest revealed a circular mass 
approximately the size of a hen’s egg in the right 
chest. Exploratory thoracotomy was carried out 
and a pedunculated mass about the size of a small 
orange was removed from its attachment to the 
apex of the inferior lobe of the lung on the right side. 
Gross examination revealed a coarse lobular mass 
which was of a homogenous rubbery consistency. 
Histological examination revealed a neurofibroma. 
The patient had an uneventful course and was dis- 
charged 15 days following his operation. 

The derivation of tumors of nervous tissue origin 
is briefly discussed. The first principal group is 
derived from the nerve sheath and the second group 
is derived from the sympathetic nervous system. 
Those in the first group are usually of a benign 
nature and are found along the spinal and cranial 
nerves. They are named according to their cell of 
origin, i.e., neurofibroma, fibroblastoma, neurilem- 
moma, or schwannoma. 

There is no typical symptomatology: related to 
neurofibroma of the lung. Treatment is surgical 
and exceptionally good results have been reported. 

FRANK W. PrrRucELLo, M.D. 


Pulmonary Hamartomas (Les hamartomes pulmo- 
naires). Paut DeEsAIVE. Acta chir. belg., 1952, 
Sr2 Ser. 

Two operations on pulmonary hamartoma are 
reported. The first case was that of a 9 year old boy 
who was examined roentgenologically because of a 
severe attack of coughing followed by hemoptysis. 
An ovoid, vertically axialed, cystlike tumor was 
observed in the left chest. Diagnostic pneumo- 
thorax showed that the mass was extrapulmonary 
and attached to the mediastinum by merely a narrow 
pedicle. This position rendered its removal easy. 
The removed cystic specimen was 1 cm. in diameter 
and 2.5 cm. long; 5 years later the patient was in 
perfect health. 

Histologic examination disclosed an ovoid cystic 
tumor containing a creamy substance. The wall of 
the cyst was lined by a single layer of cylindrical, 
ciliated epithelium. 

The second case was that of a 39 year old man who 
was examined roentgenologically because of com- 
plaints of severe paroxysmal pains in the antero- 
inferior region of the left thoracic cavity, and be- 
cause he was fearful of cancer, since his father had 
died of bronchial cancer. The roentgen examina- 
tion uncovered a roundish, dense, homogeneous 
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mass in the lower left chest, about 4 cm. in diameter. 
Its contours evidenced a certain amount of convolu- 
tion, resembling the surface of the brain. The mass 
was frankly imbedded in the tissues of the left 
lower lobe, in a parahilar position. 

Removal of the tumor was done as a lobectomy 
of the left lower lobe of the lung. This was easy 
except for some difficulty in isolating and ligating 
the apical branch of the artery to the lower lobe. 
This vessel was adherent to a large inflamed lymph 
node lying in the interlobar fissure. The tumor itself 
was laterally appended to the ventral surface of the 
principal branch of the vein to the lower lobe. At 
this point the mass was composed of a less dense 
cartilaginous tissue. It was more granular in con- 
sistency and of a reddish color. 

Histological examination of the neoplasm con- 
firmed the original diagnosis of hamartoma of chon- 
dromatous type. 

There has been some question as to whether these 
growths, or dysembryomas, should not be treated 
conservatively; however, in view of the fact that 
some of them have been reported as harboring 
malignant tissues, in view of the possibility of the 
cysts becoming infected (case 1), and of the chondro- 
matous growths coming to interfere with the bron- 
chial passages or with the blood supply (case 2) 
to the host lobe, the author believes that the treat- 
ment should be purely surgical. 

Joun W. BRENNAN, M.D. 


Observations on the Clinical Features and Treat- 
ment of Bronchial Adenoma. O. PERASALO. 
Ann. chir. gyn. fenn., 1952, 41: 86. 


The author describes 4 cases of bronchial ade- 
noma, emphasizes the potentially malignant status, 
and presents detailed information on the surgical 
procedures applied. Roentgenograms and _ patho- 
logical illustrations accompany the detailed history 
in each case. 

A short history of the literature on this subject is 
given. It was concluded that bronchial adenomas 
are not as rare as previously believed. Improved 
methods of diagnosis of diseases of the lungs and the 
bronchi have greatly enhanced the interest in the 
clinical features of bronchial adenoma. The writer 
reports 4 cases of this tumor, all of them in female 
patients. In 2 of the cases the bronchial adenoma 
was located peripherally, and in 1 of these malignant 
degeneration had developed. 

Bronchial adenomas probably originate from the 
mucous glands of the bronchus and from the epi- 
thelium of their ducts. The favorite sites are in the 
first and second class bronchi. Peripheral bronchial 
adenomas are extremely rare, with an incidence of 
about 2 to 4 per cent of all bronchial adenomas. 
Only 15 adenomas with this location have been re- 
ported in the medical literature, including the 2 cases 
reported by the writer. 

In 2 cases pneumonectomy was performed, and in 
1 case lobectomy. The duration of the disease had 
been 12, 15, and 17 years, respectively, with the 
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symptoms of progressively aggravated cough and 
bloody sputum. Stenosis had also developed in these 
3 cases, followed by atelectasis and bronchiectases, 
and in 1 case there was also malignant transforma- 
tion of the adenoma. In the fourth case the peri- 
pheral adenoma was removed by enucleation with- 
out lung resection. 

Although bronchial adenomas are benign growths, 
potential malignancy is present. Every effort should, 
therefore, be made to remove the tumor in toto. The 
treatment of choice in many cases is apparently 
lobectomy or pneumonectomy. If the adenoma is 
endobronchial and in the main bronchus, the tumor 
can be removed by bronchoscopy under certain con- 
ditions. In cases of peripheral bronchial adenoma, if 
the adenoma is near the surface of the lung, enuclea- 
tion of the tumor without resection of the lung is 
feasible. 

In cases in which there are symptoms such as re- 
current pneumonia, chronic cough, hemoptysis, and 
expectoration without adequate explanation, bron- 
chial adenoma should always be suspected. 

Joun H. Monaropt, M.D. 


The Duration of Carcinoma of the Lung. Leo G. 
RIGLER, BERNARD J. O’LoUGHLIN, and RICHARD 
C. Tucker. Dis. Chest., 1953, 23: 50. 


The authors have studied 264 cases of pulmonary 
cancer from the clinical and roentgenographic view- 
points, hoping to elucidate the following five points: 

1. What is the duration of the disease from its 
onset until surgical intervention or the death of the 
host? 

2. What are the earliest manifestations of the 
tumor? 

3. At what point in the history of the disease proc- 
ess is it possible to obtain roentgen evidence of 
abnormality? 

4. What is the relationship between the onset of 
symptoms and the first appearance of positive roent- 
gen findings? 

5. What are the roentgen findings which charac- 
terize the early, presymptomatic stages of the 
disease? 

In order to gain some insight into these questions, 
the authors tracked down previous roentgenograms 
of the chest of as many of these patients with lung 
cancer as possible by writing for information to their 
families, physicians, hospitals, and public health 
agencies. Finally, from the 264 cases, 50 histological- 
ly corroborated cases were collected in which a 
roentgenogram of the chest antedated the advent of 
the identifying symptoms or signs. Thirty-seven of 
these were not operated on, 34 are dead, and 3 are 
dying from their disease. Thirteen have been oper- 
ated on, thus with interrruption of the normal se- 
quence of events. In the group not operated on there 
was only 1 patient who had no symptoms and the 
lesion was discovered purely by roentgen exami- 
nation. In the group of 13 patients operated upon there 
were 5 without any symptoms. Twenty per cent of 
the patients including both groups, were discovered 
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to have serious disease by a routine chest roentgeno- 
gram. On studying the chest films it was found that 
roentgen signs of disease preceded the first symptoms 
by 7.8 months (average) in the group not operated 
on, and by 17.0 months in the operated group. The 
total duration of x-ray signs in the group not operated 
on averaged 20.9 months and in the operated group 
36.4 months. Save for isolated cases, these are the 
longest average lung tumor life durations recorded. 

The earliest roentgen changes in these patients 
were as follows: 

1. A nodular density in the lung periphery. 

2. A solitary cavity or abscess in the lung paren- 
chyma. 

3. An area of infiltration along the vascular trunks. 

4. Unilateral enlargement of the hilum shadow. 

5. Segmental or lobar, or even unilateral, whole 
lung emphysema. 

6. Minimal areas of atelectasis, usually linear. 

It has been shown that metastatic nodular lesions 
in the periphery of the lung are usually detectable 
when they are 3 mm. in diameter. While detection of 
the early peripheral lesion is easy, its identification 
is particularly difficult. Every peripheral nodular 
density which does not contain calcium, especially 
if found in an individual over 50 years of age, should 
be considered a primary carcinoma until proved 
otherwise. Frequently exploratory thoracotomy 
must be undertaken. In the series here reported, 
38 per cent were peripheral nodules. 

Six per cent of the group showed an abscess as the 
first roentgenographic sign, a rounded area of lesser 
density surrounded by a dense ringlike shadow, 
which represented the necrotic abscess of a tumor. 
In contrast to an abscess forming in an atelectatic 
lung, these lesions stand alone and are surrounded 
by normal lung. 

A third type of manifestation is an accentuation of 
the vascular trunk. Such tumors are usually thought 
to be inflammatory processes in their early stages, 
but the diagnosis of carcinoma should always be 
considered. Only a very small number of such cases 
were found in this series. 

Unilateral enlargement of the hilum shadow was 
the most important of the roentgen signs, occurring 
in 48 per cent of the cases. An irregular enlargement 
of the hilum, especially if it exhibits radiating linear 
areas of density around it, is extremely significant. 
When the hilum appears abnormal, lateral, oblique, 
and planigraphic examinations are very helpful. 
Patients were found in this group with clear roentgen 
evidence of the tumor as long as 3 years before symp- 
toms appeared. 

Obstructive emphysema was present in approxi- 
mately 6 per cent, and was best demonstrated in 
films taken during the expiratory phase. The transi- 
tion from emphysema to atelectasis was often very 
rapid. Atelectasis is generally a relatively late sign 
of lung carcinoma, but in occasional cases occurs in 
a presymptomatic stage. 

The authors conclude that routine or survey ro- 
entgenograms are the only applicable means of de- 
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Fig. 1 (Bonanome, Natellis). 


tecting pulmonary tumors early. When control films 
from an earlier date are available, the difficulties of 
interpretation are decreased. It is necessary to 
acquire an appreciation of the urgency of the 
situation. JeFFrey Ferris, M.D. 


Experimental Research in Bronchial Reconstruc- 
tion with Autografts and Homografts (Ricerche 
sperimentali sulla ricostruzione bronchiale con auto 
ed omo-innesti). A. BONANOME and F. NATELLIS. 
Arch. ital. chir., 1952, 75: 411. 


The authors review in detail various methods of 
tracheobronchial reconstruction by end-to-end anas- 
tomosis with fascia, skin, and plastic tubes. 

They report their experience in attempting re- 
section and grafting of the main stem bronchi in 10 
dogs. Homografts preserved in ice and in alcohol 
and homografts freshly removed from other animals 
were utilized with poor results. Fibrosis, excessive 
granulation, and resorption led to rapid death of the 
animals. Fresh autografts from a resected lobe gave 
excellent clinical results which were confirmed by 
histological study after autopsy. 

The authors describe a balloon which may be used 
to tamponade the open bronchus during insertion of 
the sutures (Fig. 1). GEORGE Narp1, M.D. 


HEART AND PERICARDIUM 


Unsuitability of Transventricular Autogenous 
Slings for Diminishing Valvular Insufficiency. 
Tuomas C. Moore and Harris B. SHUMACKER, JR. 
Surgery, 1953, 33: 173- 


Tamponade of a defective mitral or tricuspid 
valve by means of a transventricular sling may 
prove to be an effective method of reducing valvular 
insufficiency. The sling would, of necessity, have to 
withstand the constant trauma of cardiac activity 
without losing its viability, structure, and resilience 
and without causing rupture or precipitating throm- 
bus formation. 

The authors carried out experiments on dogs to 
determine the suitability of various autogenous 
structures which might conceivably be employed in 
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this cardioplastic procedure. Five types of autogen- 
ous tissue were used as slings, these being tendon, 
artery, vein, posterior rectus fascia covered by per- 
itoneum, and pericardium. Their selection was 
based on strength, pliability, and the presence of an 
endothelial or mesothelial surface which might 
lessen the likelihood of thrombus formation. One 
end of the sling was secured to the blunt end of a 
large “autopsy” needle and a traction suture was 
placed through the other end. The needle was thrust 
through the ventricle and both ends of the sling were 
sutured to the ventricular walls. The procedure was 
somewhat modified when pericardium was employed 
as a pedicled graft. 

Experiments were carried out on 20 dogs. A sling 
of inverted artery was drawn through the right ven- 
tricle of one animal and through the left of another. 
An inverted vein was similarly directed across the 
right ventricle in 2 dogs and across the left in 2 
others. Tendon was stretched across 2 right and 2 
left ventricles. A peritonealized fascial strip com- 
prised the sling in 2 ventricles, 1 right and 1 left, as 
did a free graft of pericardium running through 1 
right and 1 left chamber. In 6 animals the peri- 
cardium was fashioned as a pedicled sling in the 
manner described by Bailey and his associates. 

Of the 20 dogs, 2 died of the sequelae of thrombus 
formation, 1 dying 11 days following implantation of 
a free pericardial graft in the right ventricle and the 
other dying 20 days after a fascial sling was drawn 
across the right ventricle. The sling had ruptured 
in the latter animal as it had in 2 other animals, one 
with an inverted artery in the left ventricle and the 
other with a pericardial pedicled graft. 

All of the autogenous tissues became grossly 
fibrotic, contracted, and functionally ineffectual. 
The degree of rigidity and contracture, for equal 
periods of time, was more marked when the sling 
traversed the left ventricle. Histologically, exten- 
sive central degeneration of an acellular and ischemic 
nature, associated with a small peripheral zone of 
fibrosis, had taken place. The slings characteristical- 
ly lost their distinguishing structural features and 
their central portions assumed an amorphous, ho- 
mogeneous appearance. The absence of vascular and 
cellular infiltration was conspicuous. The failure of 
these free grafts to survive was due to the lack of 
effective vascularization and to the constant trauma 
and motion to which they were subjected and ill- 
suited. They obviously could not be expected to 
provide effective flutter tamponade for the reduction 
of valvular insufficiency. 

Although the degree of acellularity and ischemic 
degeneration was less marked in pedicled than in 
free transplanted slings, the gross alterations of 
either type of sling were indistinguishable. 

From this disappointing experience, the authors 
conclude that pedunculated pericardial grafts are 
unlikely to remain viable and functional because of 
anatomic limitations.. They believe that the success- 
ful use of a pericardial pedicled sling would be 
seriously compromised by the inadequacy of its 
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Fig. 1 (Mathey e¢ al.). Three types of incomplete double aortic arch. 


blood supply, by myocardial constriction of its neck, 

by the substantial trauma of ventricular activity, 

and by the length of sling necessary to be effective. 
Davw H. Lynn, M.D. 


Arterialization of the Coronary Sinus. C. P. BAILey, 
D. GECKELER, R. C. Truex, W. Lixorr, N. A. 
Antonius, A. W. ANGuLO, H. P. REDONDO-RAMIREZ, 

and W. Neptune. J. Am. M. Ass., 1953, 151: 441. 


Many attempts have been made in the past to 
produce increased myocardial vascularity, experi- 
mentally and clinically, in patients with coronary 
atherosclerosis. Thus, Beck, O’Shaughnessy, and 
others have sutured adjacent vascular tissues (omen- 
tum, lung, pericardium, and pectoral muscle) to the 
heart. Others have instilled powdered talc into the 
pericardium, but asbestos appeared to be the best 
irritant. However, such procedures were found 
wanting in effect. 

Then Roberts suggested arterialization of the 
coronary sinus to add a large, new source of arterial 
blood to the myocardial circulation. Beck and his 
coworkers have conducted an extensive program of 
animal experimentation and of clinical trial in keep- 
ing with this suggestion. 

Included are a number of illustrations of coronary 
sinus injection and a presentation of physiological 
studies of the circulation after the arterialization of 
the coronary sinus. Procedures are described for 
actual replacement of a large portion, or perhaps 
even all, of the normal coronary arterial flow. 

Criteria for the selection of patients are presented 
and the indications and contraindications are dis- 
cussed. The preoperative and postoperative care of 
the patient was presented in detail. There are dia- 
grams portraying the 2 stage operation, with a de- 
tailed description of the procedure, its results, and 
complications. Joun H. Monarnt, M.D. 


Incomplete Double Aortic Arch; 2 Cases Requiring 
Surgical Intervention (La crosse aortique double 
incomplete; a propos de 2 cas ayant nécessité l’inter- 
vention chirurgicale). J. MAtTHEy, J. Facquet, P. 
ALHOMME and J. ComBaz. Presse méd., 1952, 60: 
1583. 


Two cases of congenital incomplete double aortic 
arch are reported, in which dysphagia was relieved 
completely by section of the arterial ligament and 
fibrous rests of the aorta with eventual rupture of 
the constricting peritracheoesophageal ring. 

Incomplete double aortic arch is far more common 
than double aortic arch. The latter gives rise to 
serious symptoms, whereas incomplete double aortic 
arch is well tolerated and frequently discovered only 
accidentally during roentgen examination. It remains 
latent in two-thirds of the cases. Schematic draw- 
ings show 3 varieties of incomplete double aortic 
arch. Thus there may be a large saccular diverticu- 
lum from which the left subclavian artery makes its 
exit and into which the arterial ligament is inserted 
(Fig. ta). This is the most common type. Occasionally, 
the diverticulum is of the same caliber as the left 
subclavian artery, which then appears to spring 
directly from the aorta (Fig. 1b). The aorta is kinked 
at the site of insertion of the arterial ligament. Cases 
of this type are often wrongly described as an anoma- 
ly of the left subclavian artery, like that observed in 
the right subclavian artery. Finally, the diverticu- 
lum, while still quite rudimentary, has the same 
caliber as the arterial ligament, which then appears 
to enter directly into the aorta (Fig. 1c). 

In all of these conditions the two recurrent nerves 
are epibronchial, the right passing beneath the arch 
and the left beneath the arterial ligament. The four 
arteries have their separate origins in the following 
order: CP left, CP right, SC right, SC left. Occasion- 
ally, there may be a left brachiocephalic‘trunk. Most 
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frequently, but far from constantly, the posterior 
aorta descends to the left. It may descend in the 
median line or even to the right of the latter. 

Other varieties are extremely rare and of little 
practical significance. Thus, there may be an in- 
complete double aortic arch with partial regression 
of the right arch, which produces a mirror image as 
related to the forms described, or an incomplete 
double aortic arch with regression of the posterior 
root of the left arch (Krause 2, or Breschet type). 

The first symptoms of incomplete double aortic 
arch, occurring usually at middle age, are associated 
with an increase in aortic caliber, and include dys- 
phagia followed by regurgitation or simple distress 
following the ingestion of food. High dorsal pain, 
intervertebral and scapular pain, and deep intra- 
thoracic pain have been described and are always 
exacerbated by the ingestion of food and relieved by 
regurgitation. Respiratory symptoms, including 
slight dyspnea on effort or cough, are rarely impor- 
tant. The cough may be nocturnal, raucous, or bi- 
tonal. Several cases with paralysis of the right re- 
current nerve have been reported. Symptoms may 
persist for years before the patient seeks medical aid. 
Occasionally, however, because of the difficulty in the 
ingestion of food, the patient loses weight and may 
die from inanition or superimposed pulmonary tu- 
berculosis. Only rarely is the anomaly discovered in 
infancy when tracheal compression and respiratory 
symptoms dominate the picture. 

Diagnosis will depend upon the roentgen findings. 
In the presence of dysphagia and an abnormal image 
of the aortic arch, an incomplete double aortic arch 
may be suspected. Clinically, only a disparity in 
pulsation in the upper limbs may be evaluated as an 
indication. This is rarely encountered, however. 
Once the position of the aortic arch on the right side 
has been established, this suffices for the elimination 
of a whole series of conditions such as aneurysm of 
the arch or of the bracheocephalic trunk, intra- 
thoracic goiter, right laterotracheal adenopathy, 
hypertrophy or tumor of the thymus, and condensa- 
tion of the azygos lobe. With the aortic arch appear- 
ing on the right side, only two diagnostic possibili- 
ties remain, namely, double aortic arch and true 
inversion of the aortic arch. Double aortic arch also 
leaves an impression on the esophagus, but this is 
more toward the front. Frontal exposure reveals two 
impressions corresponding to the two aortic arches, 
the right higher up than the left. Finally, the termi- 
nal portion of the trachea is markedly retracted. 
True inversion of the aortic arch never causes tracheo- 
esophageal compression, a posterior impression on 
the esophagus, nor forward displacement of the 
esophagus. In cases of inverse incomplete double 
aortic arch, because of partial regression of the right 
arch, which is extremely rare, the principal aortic 
arch is in the normal left position. Therefore, at 
first glance nothing suggests an aortic malformation. 
Here, too, it is the esophageal opacity that reveals 
the anomaly. The characteristic impression appears 
on the left side but not on the right. Or it might be 
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an extremely rare type of double aortic arch (left 
aortic arch larger than the right) or an anomaly of 
the right subclavian artery which leaves an impres- 
sion on the esophagus of a peculiar triangular shape 
with a superior peak. 

Because of the usual insignificance of the symp- 
toms, surgical correction has been attempted far less 
frequently in the incomplete than in the complete 
type of double aortic arch. In 1938, Eloesser afforded 
his patient temporary relief by suture traction on the 
left subclavian vessel. Successful results of operation 
were also reported more recently in 4 patients operated 
upon by Gross. In the 2 cases here described the 
trachea and esophagus were liberated by division 
of the arterial ligament and the functional symp- 
toms were thus relieved. | EpirH ScHANCHE Moore 


Homologous Arterial Grafts and Autogenous Vein 
Grafts Used to BridgeLarge Arterial Defects in 
Man. Cart W. HuGHEs, Epwarp J. JAHNKE, and 
Sam F. SEELEY. Surgery, 1953, 33: 183. 


The management of Korean war casualties with 
vascular injuries admitted to the Vascular Center of 
Walter Reed Army Hospital, Washington, D. C., 
was reported in October, 1951. Among tor such 
cases, arterial continuity was successfully re-estab- 
lished in 54.7 per cent of the major vessels with only 
1 technical failure. 

Since January 1, 1951, the continuity of all major 
arteries was re-established either by direct suture 
anastomosis or, if the defect was too extensive to 
permit direct approximation, by a graft interposed 
to bridge the gap. Among 56 major vessels oper- 
ated upon, the size of the defect (traumatic aneu- 
rysms and arteriovenous fistulas) necessitated the 
employment of grafts in 14 cases. By interposing 
grafts, it therefore became possible to restore vascu- 
lar continuity in 55 of the 56 cases (98.2 per cent). 
While homologous arterial grafts and autogenous 
vein grafts have long been employed, the fate of 
these structures is still a controversial subject. 

The purpose of this presentation is to report the 
initial results and the early follow-up on the cases 
in which vascular grafts were used in the Korean 
war wounded. Whenever possible, definitive surgery 
was delayed 3 months to allow for the development 
of effective collateral circulation, as determined by 
the reactive hyperemia test. 

Five of the grafts used were homologous arterial 
grafts from the Walter Reed artery bank and 9 were 
autogenous vein grafts taken at the time of surgery. 
Among the 5 cases in which preserved homologous 
arterial grafts were used, occlusive changes occurred 
in 2, one after 4 months and the other after 7 
months. Eight of the autogenous vein grafts, on the 
other hand, appeared to be functioning well at the 
time of this report, only one having thrombosed 
after a severe postoperative infection. 

The authors admit that their evidence on the 
adequacy of function is not incontrovertible and 
that the follow-up period is relatively short. Never- 
theless, they believe that at present autogenous vein 
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grafts offer the best method of bridging large defects 
of major arteries, excluding the aorta. 
Davi H. Lynn, M.D. 


The Influence of Diameter Disproportion and of 
Length on the Incidence of Complications in 
Autogenous Venous Grafts in the Abdominal 
Aorta. Everett J. Scumitz, Epmunp A. KANAR, 
LEsTER R. SAuVAGE, Epwarp H. Storer, and 
Henry N. HARKINS. Surgery, 1953, 33: 190. 


Factors affecting the functional properties of 
grafts used to bridge arterial defects were studied in 
36 mature dogs and 42 weanling pigs. The experi- 
ment consisted of excising several centimeters of the 
dorsal aorta and closing the gap with a fresh venous 
autograft. The ratio between the lengths of the 
grafts and those of the excised segments was 3 to 2. 

Known hazards leading to thrombosis in recently 
implanted vascular grafts are (1) the injury of the 
intimal surface, (2) the protrusion of foreign bodies 
(such as sutures) into the blood stream, and (3) the 
presence of excessive turbulence in the blood flow. 
In the normal passage of blood through an artery or 
vein, the cellular elements form a moving central 
core, leaving the peripheral plasma zone clear. 
Turbulence disrupts this zonal flow and predisposes 
to clotting as the elements collide with the intima. 

Various degrees of turbulence were noted, depend- 
ing on the length of the graft and the diameter ratio 
between the graft and the aorta. Based on this sec- 
ond factor, the grafts were classified on the basis of 
their (1) isodimensional relationship with the aorta, 
(2) biterminal positive disproportion, (3) biterminal 
negative disproportion, and (4) positive or negative 
disproportion at either end. 

Grafts were secured from the external jugular and 
inferior caval veins. Twelve animals died in the 
early postoperative period, 6 from rupture of the 
graft or dehiscence of the suture line, and 6 from 
occlusive thrombosis of the graft. To evaluate the 
relationship of the graft length and the biterminal 
positive disproportion to early thrombosis, 12 dogs 
with short grafts (average 2.64 cm.) were compared 
with 6 having longer grafts (average 8.37 cm.). In 
all 18 animals, the grafts had some degree of positive 
disproportion. Early thrombosis occurred in 7 of the 
longer grafts (exceeding 5 cm). In another group 
with isodimensional and negatively disproportional 
grafts, early thrombosis was not encountered. On 
correlation of these results, it was seen that the 
highest incidence of early thrombosis was associated 
with the combination of two factors, namely, graft 
length exceeding 5 cm. and a positive graft-aorta 
diameter disproportion exceeding 21 per cent. 

A special method of plication was tried on 4 dogs 
of the 13 in which the grafts were taken from inferior 
caval segments. This procedure served to reduce the 
diameters of these oversized, transplanted tubes, 
and in so doing eliminated the visible turbulence of 
the blood and early thrombosis. Among the 9 non- 
plicated vessels, on the other hand, early thrombosis 
supervened in 7. 
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In the pig series, all autografts were relatively 
short, averaging 2.20 cm. Some were taken from 
iliac and renal veins, but the majority were taken 
from inferior vena caval segments, 15 of which were 
plicated before implantation. Only 6 of the 42 pigs 
died from early complications, 3 from thrombosis. 
From 22 to 30 weeks after implantation, 35 of these 
animals were sacrificed. Twenty showed thrombosis 
in the grafts, 7 showed aneurysmal enlargements, 
and 5 showed a relative decrease in graft diameter. 

Results in both the mature dogs and in the young 
pigs support the conclusion that 5 cm. is a critical 
length for the graft, beyond which the tendency 
toward early thrombosis increases. When this factor 
is associated with a positive diameter disproportion 
between the graft and the aorta (exceeding 21 per 
cent) the dangers of early thrombosis are greatest. 
Thus it would seem that the extension of an artificial 
passage conducive to unusual turbulence promotes 
early clotting. 

Delayed thrombosis proved much more frequent 
in the pigs when the grafted vessels were both rela- 
tively small and short and when they were plicated. 
Plication, while improving the hemodynamics by 
reducing turbulence, introduces other hazards in the 
form of exposed sutures and jagged edges. These 
protrusions from the channel lining through the thin 
plasma zone create some turbulence which partly 
affects the advantages of making the graft and aorta 
isodimensional. 

A tendency toward dilatation, unrelated to graft 
length or to graft-aortic diameter ratio at the time of 
implantation, was displayed by all grafts which re- 
mained patent. In this regard, it should be noted 
that the aorta lacks the mechanical support of 
strong muscle and fascia on all sides which is com- 
mon to all other arteries. Aneurysmal dilatations 
were formed in a significant number of the pig 
grafts. Davw H. Lynn, M.D. 


Congenital and Experimentally Produced Pericar- 
dial Defects. Tuomas C. Moore and Harris B. 
SHUMACKER, JR. Angiology, 1953, 4: I. 


Congenital defects of the pericardium have been 
reported only rarely in man and less often in animals. 
Only 1 human case, recognized before death, has 
been described. Because of these considerations and 
because of pericardial resection which may even- 
tually prove necessary in order to provide autogenous 
tissue for certain cardioplastic procedures, it was 
considered appropriate to review the literature, to 
present 1 human case, and 3 canine instances of 
pericardial defects, and to describe some observa- 
tions upon experimentally produced defects of the 
pericardium. 

A brief historical review is given, crediting Colom- 
bo with having described the first case in 1559. The 
rarity of the anomaly is indicated by the fact that 
only 2 instances were encountered by Verse in 
13,000 autopsies, and only 1 instance was found by 
Southworth and Stephensen in 14,000 autopsies at 
the Johns Hopkins Hospital. 








> 
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The embryogenesis is discussed, and it is consid- 
ered by most authors that these defects most likely 
result from the premature obliteration of the left 
duct of Cuvier. The ratio of the males to the fe- 
males with this defect is approximately 3 to 1. The 
defect was present on the left side in all of the re- 
corded cases. Southworth and Stephensen found 
that there was a common serous cavity on the left 
side for both the heart and lungs in 34 of 46 cases 
(76 per cent), excluding defects in fetal and newborn 
monsters. In the remaining cases there was a partial 
absence of the pericardium, giving the appearance of 
a pericardial foramen or window of varying size. 
Although the existence of bilateral defects was 
doubted, 3 such defects have been reported. 

It is thought that the anomaly has no appreciable 
influence on life expectancy, and that its absence is 
not a factor in the production of cardiac enlargement. 

The principal hazard associated with congenital 
pericardial defects appears to be herniation and in- 
carceration of the heart through a partial pericardial 
foramen on the left side. A partial defect on the left 
side has been reported in 17 cases; it was discovered 
after the neonatal period, and in 4 of the cases the 
heart was found to be protruding through the peri- 
cardial foramen at autopsy. In 2 cases syncope and 
death within hours occurred from incarceration and 
strangulation of the heart by the hernial ring of the 
pericardium. 

A case report is presented with the findings at 
operation. Congenital pericardial defects in animals, 
and the experimental production of such defects are 
discussed. The conclusions reached are the follow- 
ing: 
1. The literature pertaining to congenital absence 
of the pericardium has been reviewed. From the 65 
cases reported there is no clear evidence that the 
absence of the pericardium in itself alters the cardiac 
function or comprises longevity. 

2. A case of absence of the left pericardium dis- 
covered at operation in a 30 year old woman is de- 
scribed. Although it is possible that the defect in 
this case was the result of trauma, it is also possible 
that it was congenital in origin. This is the second 
case reported in which absence of the pericardium 
was discovered during life. The patient had right 
ventricular hypertrophy and tricuspid valvular in- 
sufficiency of unknown etiology. 

3. Congenital absence of the pericardium in man 
appears to occur regularly on the left side. It is 
more frequent in males. In approximately 75 per 
cent of the cases there was no left pericardium of 
the heart, and the heart and lung occupied a common 
serous cavity. In the remaining cases there was only 
a partial absence of the pericardium, and such cases 
may be complicated by herniation of the heart 
through the pericardial foramen with incarceration, 
strangulation, and death. Two such cases have been 
reported. Operative cardiac resuscitation with divi- 
sion of the constricting ring is obviously indicated 
when this accident occurs. Furthermore, whenever 
such pericardial foramina are encountered, it would 
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seem desirable either to repair the defect or to en- 
large the foramen further by resection of additional 
pericardium, so as to obviate transpericardial hernia- 
tion of the heart. 

4. The discovery at operation of congenital peri- 
cardial defects in 3 of 193 dogs is reported. These 
defects varied from a small pericardial foramen on 
the right side to total absence of the pericardium. 
They were not associated with any apparent altera- 
tion in the size or function of the heart. 

5. Total or partial resection of the pericardium 
was performed in 65 dogs. In 55 of them other car- 
dioplastic procedures were performed simultan- 
eously, but in 10 animals pericardial resection was 
done alone. In none of these animals was there any 
indication of impaired cardiac function or dilatation 
of the heart resulting from the pericardial resection. 
Cardiac adhesions did not occur at all or they were 
minimal. 

6. It is concluded that the pericardium serves no 
vital function and that it can be safely sacrificed 
either for the purpose of enlarging a partial defect, or 
to obtain pericardium for use as an autogenous graft 
in cardiovascular plastic procedures. 

Joun H. Monaropt, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Blind Bouginage in the Treatment of Benign Esoph- 
ageal Obstruction. LymMAN RICHARDS and 
HERBERT J. DIETRICH, JR. Ann. Otol. Rhinol., 1952, 
61: 1134. 


An analysis of 75 patients who at varied intervals 
have been returning for dilatations is discussed by 
the authors. The patients were divided into four 
groups: (1) those with a clear history of ingestion 
of some caustic substance with resultant cicatricial 
stenosis, (2) those with fibrosis, sometimes of con- 
genital but often of unknown etiology, and with 
obstruction occurring most often in the middle and 
lower thirds of the esophagus, (3) those with webs in 
the cervical segments of the esophagus, and (4) those 
with terminal fibrosis, cardiospasm, or achalasia. 

The ages ranged from 8 to 80 years: The bougies 
used in these patients were of three types: the 
mercury-filled, or Hurst, bougie, employed almost 
exclusively in the dilatation of the cardiospastic 
lesions, in sizes from 42 to 60 F.; the classic gum 
elastic bougie for strictures in the cervical and tho- 
racic esophagus; and the metal-shafted, or Jackson, 
bougie used in occasional instances when treatment 
was carried out with the patient in the supine posi- 
tion. These types of bougie cannot be guided on a 
string, and only the smallest elastic types of bougies 
can be passed through an esophagoscope. 

During the past 15 years, concomitantly with 
advances in thoracic surgery, an ever-increasing 
number of the lesions discussed are being treated 
surgically. Mikulicz in 1882 opened the stomach, 
and by manual dilatation of the cardia up to a diam- 
eter of 4 fingers sought to obtain the answer to 
cardiospasm. 
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Oschner has stated that 25 per cent of the patients 
with cardiospasm do not respond to conservative 
therapy. 

Esophagogastrostomy in the elimination of the 
obstruction incident to cardiospasm is an accepted 
surgical procedure with results reported as good in 
go per cent, but with a mortality which time will 
undoubtedly lower. The patient may elect repeated 
bouginage to the risks of surgery which still remain 
considerable. 

The lesions in the middle or upper third of the 
esophagus may be excised, and end-to-end union 
performed when short segments are involved. 

Esophagogastrostomy has been utilized success- 
fully in high strictures. Joun H. Monarnt, M.D. 


Principles and Difficulties of Treatment of Congen- 
ital Atresia of the Esophagus (Principes et difii- 
cultés du traitement de l’atrésie congénitale de 
Poesophage). J. TEN Kate. Arch. chir. Neerl., 
1952, 4: 161. 


The author reviews anatomical varieties of con- 
genital atresia of the esophagus; expands on the 
diagnostic maneuvers with lipiodol, fluoroscopy, and 
x-rays; and establishes a preoperative ‘‘work-up” 
routine. However, in classifying the condition, the 
author warns that although the more serious com- 
plete atresias with bronchopleural fistulas are fatal, 
little is lost and some relief may be gained by explor- 
atory thoracotomy. Preoperative treatment con- 
sists of a 24 hour regimen of balanced parental fluids, 
supplementary vitamins C and K, penicillin and 
streptomycin, and an oxygen tent. Considerable at- 
tention is given to operative details in these small pa- 
tients. A retropleural approach with incision at the 
fourth rib is preferred. 

Haight’s suggested method of suturing is used. In 
cases showing a large defect, in which the suture is on 
considerable tension, a modification of the suture 
method is used. If the tension is great a concomitant 
gastrostomy is done. An alternative procedure is the 
Maydl jejunostomy. The eventual recovery of these 
patients depends partially on the presence or ab- 
sence of severe pneumonia and of other accompany- 
ing anomalies of structure, as well as the frequently 

associated prematurity. 
H. JANE C. MacMi1tan, M.D. 


Some Remarks on the Hernias of the Esophageal 
Hiatus (Quelques considérations sur les hernies de 
Vhiatus oesophagien). J. SENEQUE and Cu. CHATE- 
LIN. Acta chir. belg., 1952, 51: 563. 


In a discussion before the Fifth Congress of the 
Belgian Surgical Society, the authors presented the 
advantages and disadvantages of the thoracic and 
abdominal route of approach in the operation of 
esophageal hernia. 

As a rule, the authors prefer the abdominal ap- 
proach without resection of the ensiform process 
because with this method there is less traumatism 
and the operation is simpler and shorter than that 
of thoracotomy. Although resection of the sac is 
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not possible with the abdominal method, the cure 
and the late results are as good as those obtained 
with the thoracic approach, and many dangerous 
complications can be avoided. Resection of the 
eighth rib, opening of the pleura, manipulations of 
the lung, and postoperative pleural effusions con- 
stitute serious risks, especially in elderly patients. 

However, the transthoracic approach is the meth- 
od of choice in hernias due to brachyesophagus, be 
it congenital or acquired. 

The authors discuss cardiac accidents with brady- 
cardia and hypotension which sometimes occur 
during or immediately after the intervention. They 
believe that these, sometimes fatal, syncopes are 
due to sudden decompression of the auricles which 
leads to disturbances of the cardiac hemodynamics. 

Not all cases of hernia associated with brachy- 
esophagus are amenable to surgery. In congenital 
cases in which the short esophagus terminates at the 
level of the seventh thoracic vertebra, it is impossible 
to lower the stomach below the diaphragm. These 
forms should be treated medically, and only in 
extreme cases should vagotomy or gastrectomy be 
performed as a last resort. 

On the other hand, if the brachyesophagus is due 
to inflammatory retraction and adhesions, it is often 
possible to lower the stomach below the diaphragm 
once the esophagus is freed from adhesions. In 
cases in which it is not possible to bring the entire 
stomach into the abdominal cavity, it is advisable 
to suppress the gastric reflux and the dysphagia by 
transposing the esophageal orifice into a more ante- 
rior and superior position. By this method the 
cardia can be brought below the diaphragm and can 
be kept in this position by suturing the diaphragm 
to the esophagus. WERNER M. Sotmitz, M.D. 


Functional and Organic Disturbances Following 
Gastroesophageal Anastomoses (Funktionelle 
und organische Stoerungen nach gastro-oesopha- 
gealen Anastomosen). R. NissEN. Helvet. chir. acta, 
1952, 19: 314. 

The author concludes that a reflux cannot be 
avoided in gastroesophageal anastomoses, and that 
when dilatation ceases to yield satisfactory results, 
the anastomotic stricture must be split and covered 
with pedicled lung tissue. He urges that all circum- 
vention operations be avoided in cases in which the 
gastric acidity is normal or increased. In the pres- 
ence of cardiospasm, Heller’s operation apparently 
yields the best results when operation is indicated. 
He emphasizes the fact that disturbances due to so- 
called small hiatus hernia, not paraesophageal her- 
nia, are apparently due to reflux esophagitis that 
cannot be prevented by operation. 

In about 50 per cent of the cases with gastroesoph- 
ageal anastomoses following resection for esophageal 
cancer, two different types of mechanical disturb- 
ance were noted. Most frequently, a cicatricial 
stenosis develops and will require dilatation. The 
first disturbances in deglutition usually develop 
about 2 weeks after operation, after which there en- 
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sues a free interval, followed by a slowly increasing 
stricture. Only in a few cases did local recurrence 
play any part in this development. In other cases, 
regurgitation constitutes a most distressing symp- 
tom and follows failure of closure of the cardia due 
to removal of the inferior esophageal musculature. 
The food is thus regurgitated from the stomach into 
the remaining portion of the esophagus, into the 
pharynx, or even into the larynx. Since resection of 
the vagus leaves the stomach in atonic contraction 
and the pylorus in spastic contraction, this regurgi- 
tation, especially in recumbent patients, may be ac- 
tually dangerous because of the possibility of aspira- 
tion. Fortunately, the atony and spasm disappear 
spontaneously after 2 or 3 months. The uncontrolled 
anastomosis causes symptoms only when the stom- 
ach is over-filled. The late results of these functional 
disturbances are rarely observed as the patients usu- 
ally die of recurrence or metastases. 

In 1 case of leiomyoma in which the inferior 
esophagus and upper stomach were resected it be- 
came necessary to operate for stenosis 4 years later. 
Difficulties were encountered, however, since the wall 
of the esophagus was cicatricially constricted far be- 
yond the site of the stenosis and the stomach was no 
longer sufficiently mobile to permit resection. In this 
case the author made a longitudinal cleft in the lower 
end of the esophagus up to the stomach and covered 
the defect with lung tissue. The patient had no symp- 
toms for 6 months. 

Gastroesophageal anastomosis as a circumvention 
procedure in normal or hyperacid stomachs may lead 
to acute esophagitis which may be associated with 
hemorrhage, stenosis, or even perforation. A similar 
reflux occurs occasionally in hiatus hernia. 

EpituH SCHANCHE Moore. 


Celomic Mediastinal Cysts (Sulle cisti celomatiche del 
mediastino). A. BENcINI and F. CALaratTi. Chirur- 

gia, 1952, 7: 33. . 
Since the first celomic mediastinal cyst was re- 
ported by Duvernois in 1835, only 79 other cases, 
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including the author’s, have been reported in the 
literature. Pickard reported the first case with suc- 
cessful surgical removal in 1934. 

The author’s case was that of a 39 year old me- 
chanic who was found to have a round radiopaque 
mass in his right chest during routine mass chest 
examinations. The mass appeared to be located 
anteriorly at the cardiophrenic angle on the right 
side. Since the serodiagnostic and tuberculin tests 
were negative and in view of the generally excellent 
condition of the patient, it was decided to perform 
an exploratory thoracotomy. This was done under 
combined nitrous oxide, pentothal, curare, and ether 
endotracheal anesthesia. 

A round knobby transparent cystic mass, ap- 
proximately the size of an orange, was found to be 
located in the cardiophrenic angle. The mass was 
exposed by reflecting the mediastinal pleura, and it 
was severed from its pericardial attachment. The 
latter attachment was approximately 3 cm. in 
diameter. 

The author’s patient had an uneventful post- 
operative course and was discharged 20 days fol- 
lowing the operation, in good condition. Gross 
examination revealed a round mass with numerous 
protuberances approximately 10 cm. in diameter. 
The walls were very thin and were covered by a 
vascular network. The tumor was transparent ex- 
cept for various areas where it was thickened by fatty 
or fibrous tissue. The cyst contained approximately 
300 c.c. of clear fluid. 

Various theories pertaining to the embryonic 
derivation of the cyst are discussed. Lillie and Coll 
have proposed the theory that the celomic cyst 
represents a persistent ventral recess of the primary 
pericardial cavity. The origin of the liquid content 
which resembles a transudate is discussed. Various 
phenomena including allergy, local increase in 
capillary permeability and other local modifications 
of the circulation, repeated trauma, and _ local 
inflammatory reaction are discussed. 

FRANK W. PirRucELLo, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Voluminous Right Retroxiphoid Hernia with 
Strangulation Produced by Volvulus of the 
Stomach (Volumineuse hernia rétroxiphoidienne 
droite étranglée par volvulus gastrique). H. FREBET, 
A. JUQUELIER, and L. Borssin. J. chir., Par., 1952, 
68: 619. 

One hundred and two cases of retroxiphoid hernia 
have been noted in the literature by the authors who 
report a new case. A 30 year old female had a large 
hernia behind the xiphoid, containing stomach, trans- 
verse colon, and greater omentum. The hernia was 
asymptomatic until strangulation of the stomach oc- 
curred. The contents were reduced and some of the 
greater omentum had to be excised. The neck of the 
sac was closed rather easily. The patient recovered. 

Only 2 other cases of volvulus of the stomach have 
been reported in such hernias. 

Tuomas C. Douctass, M.D. 


Lumbar Hernia (L’ernia lombare). 
Arch. ital. chir., 1952, 75: 441. 


A case of posttraumatic lumbar hernia in Petit’s 
triangle is reported. It was cured by surgery. 

The author refers to the first authentic case re- 
ported by Garengeot in 1731. He also points out 
that lumbar hernia may occur even more frequently 
in the so-called “‘Grinfeltt’s space” (bounded by the 
twelfth rib above and the quadratus lumbarum 
posteriorly) than in Petit’s triangle. 

The author emphasized Thorek’s classification of 
these lumbar hernias as follows: (1) extraperitoneal, 
in which the herniated tissues have no serosal 
covering, (2) paraperitoneal, in which the peritoneum 
may partly cover the herniated tissues, and (3) 
intraperitoneal or sliding, in which peritoneum is 
invaginated by the herniating tissues and forms a 
true sac. GeEorGE Narpl, M.D. 


G. BoccHETTI. 


Anatomy and Physiology of the Inguinal Region in 
the Presence of Hernia: Observations in the 
Operating Room on 224 Sides. Eart G. M. 
KrieGc. Ann. Surg., 1953, 137: 41. 


Observations in the operating room yield impor- 
tant information, which often contradicts the arti- 
facts produced in the cadaver by industrious dis- 
section. Anatomical confusion is due primarily to 
the presence of numerous variations in the several 
structures in the inguinal region. Most drawings 
used for illustrations of the anatomy present inaccu- 
racies because the majority of the drawings portray 
preserved cadaver dissections and because medical 
artists habitually select a good drawing for a basic 
outline, and “insert”? the author’s demonstration. 
Numerous variations found in the tissue layers are 
due to native development, senile changes, pressure 
changes, and congenital defects. 


The observations made may be summarized as 
follows: 

The internal oblique muscle was subject to partial 
aplasia. It inserted directly into the rectus fascia. 
It provided the mechanism for closure of the ingui- 
nal region. 

The rectus abdominis was subject to congenital 
anomalies. The anterior fascias fused at the linea 
alba and functioned as a single sheet of tissue from 
one inguinal region to the other. The lateral border 
formed an angle which varied in degree due to 
habitus, senility, and hernia. 

The semilunar line was the only site of direct 
hernia which presented anywhere from the semi- 
circular fold to the pubis. The line was subject to 
widening. It was perforated by vessels and nerves 
which offered a site for hernia. 

Transversus muscle did not always originate from 
the lateral third of the inguinal ligament. It pre- 
sented a variable muscle to aponeurosis ratio. It 
was available in most instances for complete closure 
of the internal hiatus. 

The floor of the inguinal canal was formed by a 
triangular-shaped fascia, a separate entity from the 
transversalis fascia. The floor structure was always 
involved in direct inguinal hernia and frequently in 
indirect hernia. 

The internal inguinal hiatus was triangular in 
shape. Most of the indirect sacs projected only 
through its medial aspect. No sphincter muscle or 
action based on a sphincter muscle was present. 

No conjoined tendon was present. 

The processus vaginalis was usually firmly fixed 
to the edge of the transversus. The funicular process 
was frequently present. The epigastric vessels were 
an unreliable landmark. 

Lipomas were important factors in hernia for- 
mation. SAMUEL Kaun, M.D. 


The Henry Approach to Femoral Hernia. Harry C. 
Hutt and Josep B. Ganey. Ann. Surg., 1953, 
137: 57- 

The anterior, low midline extraperitoneal ap- 
proach, as described by Henry, facilitates the repair 
of femoral hernias. Heretofore, the most popular 
approaches have been the femoral, the inguinal, or 
some combination of these two. The Henry ap- 
proach gives excellent unilateral or bilateral exposure 
of the femoral canals and adjacent structures, as well 
as free access to the peritoneal cavity for bowel 
examination and necessary definitive surgery. 

With the patient in the Trendelenburg position, 
a low midline incision is made. The recti are sepa- 
rated from one another and from the underlying 
peritoneum and bladder by gentle hand dissection. 
As the assistant retracts the rectus muscle and the 
surgeon’s hand depresses the peritoneum and con- 
tents, the hernial sac and vessels are immediately 
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visible. If an anomalous obturator artery is present, 
it is ligated. The sac of incarcerated tissue in the 
hernia is released by incising the lacunar ligament. 
If the incarcerated content is too large to permit 
reduction through the femoral canal, the inguinal 
ligament can be divided and subsequently resutured. 
The femoral canal is then closed by suturing the 
inguinal ligament to Cooper’s ligament with non- 
absorbable sutures. If this is not possible, a flap of 
pectineus fascia can be raised to close the defect. 
The iliac vein is under direct vision, so that repair 
of the canal can be made in comfort. Following the 
repair of the femoral canal, the hernia sac is opened 
for inspection as to the viability of the contained 
tissue. If further surgery is indicated, the perito- 
neum is opened as widely as desired and the neces- 
sary operation is performed; if not, the dissected 
sac is excised and the peritoneum is closed. The 
opposite side is inspected if necessary. If a canal 
exists, or if another hernia is present, a similar re- 
pair is made. The midline wound is then closed 
in the routine manner. 

The postoperative course presents no difficulties. 
The recurrence rate for femoral hernias averages 
about 4 to 6 per cent with the usual methods of 
repair. 

With the use of the Henry approach elective re- 
pair of femoral hernias can be made in conjunction 
with other abdominal and pelvic operative proce- 
dures. It allows an excellent and easy approach to 
unilateral or bilateral femoral hernias through one 
incision. Its use, however, is not advised in the 
obese individual. SAMUEL Kann, M.D. 


The Late Results of Repair of Large Hernias with 
Tantalum Mesh. D. M. Dovuctas. Lancet, 
Lond., 1953, 244: 108. 


The late results of the repair of 36 large or recur- 
rent hernias are presented. The technique used is 
explained and illustrated. It is important to achieve 
a good overlap of fascia over the implanted mesh. 
In the case of inguinal hernias in males, the testis 
was transposed through the conjoined tendon to 
avoid pressure of the edge of the mesh on the sper- 
matic cord. 

Thirteen inguinal, 8 paraumbilical, and 15 incis- 
ional hernias have been operated on. Most of these 
were considered unsuitable for repair by other meth- 
ods. The remainder were recurrent hernias; no pri- 
mary small hernias were treated with tantalum mesh. 

There was 1 postoperative death and 4 late deaths 
from intercurrent disease; 2 patients were lost to 
follow-up. The remainder were followed from 4 
years to 5 years and 10 months after operation. Two 
recurrences, both in inguinal hernias, occurred. No 
recurrences occurred in the incisional or paraum- 
bilical hernias. There were no discharging wound 
sinuses. 

The author concludes that the method is of little 
value in inguinal hernias but that it may be used 
with confidence in large incisional and paraumbilical 
hernias. FREDERICK W. Preston, M.D. 
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GASTROINTESTINAL TRACT 


The Antral Region in Ulcers of the Lesser Curvature 
(La regién antral en las Glceras de la curvadura 
menor). RENE A. GUTMANN. Rev. espan. enferm. 
ap. digest., 1952, 11: 793. 

The author discusses the effects on the pyloric 
antrum of ulcers situated on the vertical part of the 
lesser curvature of the stomach. There is a deformi- 
ty of the antrum possibly due to irritation of the 
nerve pedicle of the stomach by the ulcer. This 
deformity may be of variable degree. In the 
earliest case the antrum retracts at the expense of 
the greater curvature and its lower contour joins the 
normal outline of the latter to form a curve of very 
large radius. In more pronounced cases the retraction 
is at the expense of both the greater and the lesser 
curves and the antrum as a whole is irregular and 
narrow. The mucosa of the antrum may be normal 
or may show an irregular gastric pattern extend- 
ing up to the proximal segment and giving rise to an 
erroneous impression of gastric neoplasm. In long- 
standing cases these changes become more constant 
because of fibrosis in this region—antral fibrosis. 
The roentgenogram shows a contracted antrum with 
parallel borders and a poorly-marked rugal pattern 
(in rare cases the folds are well formed but disposed 
perpendicularly and not parallel to the borders). 
The change from the normal to the pathological is 
abrupt. 

The antral reaction may persist even when the 
causative ulcer itself is in the quiescent phase and 
there is no roentgenologically evident niche in the 
lesser curve; hence, this is of definite value in the 
diagnosis of quiet or inactive ulcers. The author 
discusses the criteria differentiating gastric carcino- 
ma and gastric ulcer which cause the antral reaction 
or antral fibrosis. In the rare cases of coexistent 
antral carcinoma and benign ulcer of the lesser 
curve, the roentgenogram of the cancer is totally 
different from one of an antral reaction. Occasion- 
ally, patients with duodenal ulcer exhibit an an- 
tral reaction. As the reaction is dependent on ir- 
ritation of the vagi in the gastrohepatic omentum, 
the author believes that in such cases there is al- 
ways a coexistent gastric ulcer, as the duodenal 
ulcer by itself is never the cause of an antral 
reaction. 

Histological study of antra exhibiting the reaction 
shows sclerosis and edema of the pylorus, sometimes 
verging to the myomatous. The muscularis is infil- 
trated by fibrous tracts but the maximal fibrosis is in 
the submucous layer. The mucosa shows changes 
varying from atrophic gastritis to intestinal meta- 
plasia. The author believes that the spasm causes 
hypertrophy of the muscularis and that the perme- 
ability of the mucosa is altered so that it permits the 
“toxins” which produce the sclerosis to enter more 
easily. 

The antral reaction in its various forms results 
from the existence of an ulcer of the lesser curve and 
as such is an important diagnostic aid in cases in 

















which the ulcer crater is not visualized. It also indi- 
cates the benignity of the lesion. 
Ranes C Cuaxravorty, M.D. 


Precancerous States (Enfermedades precancerosas). 
TEOFILO HERNANDO. Rev. espai. enferm. ap. digest., 
1952, 11: 815. 

The author discusses the problem of development 
of a gastric cancer, i.e., whether these cancers arise 
in a healthy or a previously diseased mucosa. 

The roles of gastric ulcer, chronic gastritis, gastric 
polyps, and pernicious anemia are separately dis- 
cussed. The frequent coincidence of a history of gas- 
tric ulcer in cases of carcinoma does not necessarily 
indicate a causal relationship. For example, the 
symptoms of some other condition may be wrongly 
interpreted to be due to ulcer; the cancer itself in its 
earlier stages may mimic ulcer symptoms; and even 
if the patient had had a gastric ulcer it does not follow 
that the cancer results from the ulcer. 

In examining anatomically a large number of 
fresh gastric cancer specimens the authors have 
observed, in the mucosa adjacent to the cancer, all 
variants from a practically normal mucosa to hyper- 
trophic gastritis, superficial erosive gastritis, and in 
some few cases even atrophic gastritis. In 3 cases 
the histologic report on this juxtacarcinomatous mu- 
cosa was “a diminution of the glands with an in- 
crease of interstitial chromatophils and a metaplasia 
of intestinal type of appearance.” This metaplasia 
was specially marked in the excretory part of the 
gastric glands, where it sometimes assumed a true 
adenomatous appearance. The author raises the 
point as to whether these areas of atrophic gastritis 
could be the areas of malignant degeneration, and 
points out that such a hypothesis would explain the 
occurrence of stump cancer after gastric resection 

The author remarks that in his experience he has 
never had a patient with a previous ulcer return 
with a carcinoma at the exact site of the original 
ulcer. The patients in whom such a superimposition 
of carcinoma has been observed have always had a 
history suggesting gastric ulcer of less than 3 years’ 
duration. Hence, it might be possible that these le- 
sions were ulcerated carcinomas from the very be- 
ginning. Moreover, there are no significantly reli- 
able reports in which gastroscopy revealed malig- 
nant degeneration in an ulcer. Finally, there is a 
great variation of opinion among various authorities 
as to the differentiation of a benign ulcer from a 
malignant one. This adds to the difficulty of judging 
the relationship of a gastric cancer to a pre-existent 
benign ulcer. The author believes that the transfor- 
mation of a benign ulcer to a malignant one is an 
uncommon event, if it occurs at all. However, he ad- 
vocates early surgery in all cases of gastric ulcer not 
responding to medical therapy. 

With regard to the relationship of chronic gastritis 
to carcinoma, the author concludes that in spite of 
marked diversity of opinion on the issue there seems 
to be definite evidence that sometimes gastric car- 
cinoma develops on atrophic gastritis. 
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Serial roentgenograms and gastroscopic studies 
have confirmed the transformation of benign gastric 
tumors (including polyps) to gastric cancer. The 
author cites several such cases. 

The author agrees with the general consensus that 
in pernicious anemia the incidence of benign and 
malignant gastric tumors is definitely higher (about 
three times that in the general population.). There 
is a coexistent achlorhydria and also a gastritis in 
pernicious anemia patients. There are two main 
schools of opinion with regard to the relationship of 
pernicious anemia to gastric cancer. According to 
some, the cancer develops on the gastritis, while ac- 
cording to others the achlorhydria is the premalig- 
nant cause. The author reserves his opinion as to 
this, and points out that other factors might be at 
work. For example, he mentions the increased inci- 
dence of cancer in unaffected relatives of pernicious 
anemia patients. Ranes C Cuakravorty, M.D. 


Crohn’s Disease. E. A. ImMminx, M.D. Arch. chir. 
Neerl., 1952, 4: 203. 

A rather classical description of Crohn’s disease, 
also called “‘regional enteritis,” is presented: it is a 
disease of unknown cause usually localized to the 
terminal 20 to 30 cm. of the ileum. Associated with 
it are enlarged mesenteric lymph nodes and softening 
and swelling of the bowel segment. As the disease 
spreads enterospasms associated with diarrhea of 
liquid mucus stools become a prominent feature. 
The mucosa eventually becomes smooth with a loss 
of the normal folds, and the region becomes seg- 
mentally circumscribed. Clinically, the stage follow- 
ing diarrhea is partial intestinal obstruction. Ter- 
minally, there are diverticulas, fistulas, and marked 
constriction of the bowel lumen. X-ray examina- 
tions reveal fairly characteristically the progressive 
changes in the disease. 

Surgical treatment is not entertained in the acute 
stage and rarely, except when appendectomy is done 
for supposed acute appendicitis, is the acute stage 
seen. Surgery of this phase results frequently in 
fistula formation. Surgery in the chronic stage 
varies from wide resection to conservative multiple 
segmental resections. 

A review of the pertinent articles is included and 
4 cases of the author’s are presented. Insummary, the 
author believes resection should be done only in the 
advanced and chronic cases of sharply circumscribed 
lesions and when iliac changes predominate. The 
extent of the lymphadenosis aids in determining the 
level of resection. In cases with fistula formation, 
the entire fistula should be resected, with extension 
of the primary segment, if possible. 

H. JANE C. MacMittan, M.D. 


Surgical Treatment of Cancers of the Left Colon 
(Traitement chirurgical des cancers du célon gau- 
che). F. CARCASSONNE and Marcet Roux. J. 
chir., Par., 1952, 68: 624. 


Until 1940, surgery of the left colon was done in 
multiple stages. Since the advent of the antibiotics 
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single stage operations are permissible. The various 
methods of resection and anastomoses are discussed. 
Among the single stage operations few aseptic anas- 
tomoses are done in France. Most single stage oper- 
ations are open, and side-to-side anastomoses are 
preferred to the end-to-end type. Few end-to-side 
anastomoses are performed. The methods used to 
increase the safety of the end-to-end anastomosis are 
listed: the button (seldom used), invagination and 
suture on a tube, extraperitonealization, and proxi- 
mal colostomy. The various multiple stage opera- 
tions are listed as the Block-Mikulicz, the short cir- 
cuit with later excision, and the Hartman operation. 
The literature concerning the lymphatic, venous, 
and contiguous spread is briefly reviewed. The etio- 
logical significance of polyps and ulcerative colitis is 
mentioned. The frequency of multiple tumors is 
stressed. The causes of recurrence of cancer are 
listed and discussed. 

The causes of death and the complications are 
listed and discussed. Shock, infection, cardiovascu- 
lar accidents, pulmonary tract complications, 
hemorrhage, fistulas, and thrombophlebitis are 
listed. Leakage at the suture line is fully discussed 
and prevention is stressed. 

The one stage colectomies studied in four services 
had a mortality of 8 per cent (198 cases). The mul- 
tiple stage operations (125 cases) had a mortality of 
25 per cent. The majority of the latter group were 
done before the antibiotics were available or have 
been lately reserved for the bad risk cases. Five 
year survival occurred most often among patients 
with cancer in the descending colon (64%), next 
most often in those with cancer in the sigmoid (52%), 
and least often among those with cancer in the splenic 
flexure (50%). Most of the deaths occurred in the 
first 3 years. 

The thorough preparation of the colon with pur- 
gatives and sulfathaladine, and the postoperative 
use of penicillin and streptomycin are outlined. 
Wide excision of the colon and lymphatic-bearing tis- 
sue is underlined as a necessity in colon resections. 
Meticulous surgical technique is essential. 

Tuomas C. Dovuctass, M.D. 


Chronic Stenosing Proctitis Associated with Car- 
cinoma of the Rectum and the Positive Frei 
Reaction (Proctite cronica stenosante associata a 
carcinoma del retto in donna con reazione di Frei 
positiva). M. Zorzt and N. UBeErti. Arch. ital. 
mal. app. diger., 1952, 18: 260. 


The authors point out that the decreasing inci- 
dence of lymphogranuloma venereum is probably 
due to the development of antibiotic therapy. The 
positive Frei test which is present in this condition 
is also seen occasionally in carcinoma of the rectum. 

In a review of the literature, numerous references 
are cited in which stenosing lymphogranuloma vene- 
reum and carcinoma of the rectum occurred togeth- 
er. A case is described in which both were present. 

The patient was a 49 year old widow who had 
intermittent episodes of constipation and diarrhea 
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for 20 years. During the episodes of diarrhea she 
had passed blood, mucous, and pus. Rectal exam- 
ination revealed the presence of an ulceration with 
indurated borders 4 cm. above the anal orifice. A 
finger’s width above this lesion, there was a firm 
movable constriction which admitted only one 
finger. The Frei reaction was 2+ and biopsy exam- 
ination of the ulcerated lesion revealed the presence 
of an epithelioma with basal cell metaplasia. 
Through a sacral approach, 25 cm. of the rectum 
were resected and an artificial anus was performed. 

Pathological examination of the resected segment 
of the area of stenosis showed the typical connective 
tissue hyperplasia and mesenchymal cell infiltration 
of lymphogranuloma venereum. The area of ulcera- 
tion confirmed the findings of a typical basal cell 
carcinoma extending to the perirectal fibroadipose 
tissue. 

The authors review the argument that chronic low 
grade infections accompanied by hyperplasia may 
lead to cancer. Lymphogranuloma venereum is due 
to a virus infection. The characteristic finding is a 
marked hyperplasia of the connective tissue ele- 
ments. The authors suggest that there may be 
more than just an incidental correlation between 
these two conditions and advise repeated biopsy 
control studies of the rectum during the evaluation 
of lymphogranuloma venereum. 

Roranp A. MANFREDI, M.D. 


LIVER, GALLBLADDER, PANCREAS, 
AND SPLEEN 


Conservative Treatment of Postoperatively Re- 
tained Stones in Hepaticocholedocholithiasis 
(Konservative Behandlung postoperativ retinierter 
Steine bei Hepatico-Choledocholithiasis). WALTER 
RIEBEN. Helvet. chir. acta, 1952, 19: 361. 


The methods available for treatment of stones 
remaining after surgical intervention in hepatico- 
choledocholithiasis include repeated surgical oper- 
ation, internal drug therapy, or irrigation of the 
biliary system through a drain in the choledochus 
combined with crushing or solution of the stones. 

Internal drug therapy has yielded poor results, 
but in 1932 Pribram introduced a method of treat- 
ment by the instillation of ether via the choledochus 
that has yielded excellent results. This treatment 
cannot be continued for more than 8 weeks. The pain 
and shock resulting from the sudden increase of in- 
traductal pressure presented a serious disadvantage 
but have been counteracted by the substitution of a 
mixture of two-thirds ethyl ether with one-third 
ethyl alcohol for the ether, and the administration of 
amyl nitrite. The boiling point of the ether is thus 
raised and the resulting intraductal pressure re- 
duced. 

Various other modifications of the solvent have 
been suggested by a number of writers, including the 
use of heated chloroform, the addition of 5 per cent 
sodium carbonate for the solution of the bilirubin 
deposits, and antispasmodics. 

















Following a critical review of these various meth- 
ods and a description of his own experimental at- 
tempts at improvement, the author concludes that 
from a physicochemical standpoint an actual solu- 
tion is possible only in the presence of pure choles- 
terin. Ether and chloroform act by dissolving the 
cholesterin framework of the stone. The author 
found that the addition of chloroform and chloro- 
form-olive oil to the ether delays the period of evap- 
oration and accelerates fragmentation of the concre- 
tions. However, the solvent effect of ether-chloro- 
form-olive oil is diminished and delayed by the ad- 
mixture of calcium carbonate and bile pigments in 
the calculi. 

Two cases are reported in detail in which instilla- 
tions of nupercainmetycain-mucaesthin-ether-paraf- 
fin oil through a T-tube and injections of metycain- 
ether-chloroform-olive oil through an ordinary chole- 
dochus drainage tube proved successful. Cholangio- 
grams taken before and after instillations are pre- 
sented. A review of the literature revealed no re- 
ports of successful treatment of hepaticus calculi 
with the (combined) ether method. It appears that 
in spite of the most approved surgical technique, 
preoperative manometry and cholangiography, a re- 
tention of concrements in hepaticocholelithiasis has 
to be reckoned with in a fairly high percentage of 
cases. 

The technique proposed by the author consists of 
the instillation of 10 c.c. of nupercain or metycain 
(1.5%), or mucaesthin (a maximum of 5 c.c. mu- 
caesthin plus 5 c.c. of physiologic saline solution); 
after 15 minutes a drop by drop instillation of a 
mixture of 5 c.c. of ether and from 20 to 27 drops of 
chloroform are administered, and if this is poorly 
tolerated, 0.5 to 1 c.c. of olive oil eventually com- 
bined with amylnitrite is added. Five cubic centi- 
meters of sterile olive oil at body heat are then in- 
stilled, following which the drain is clamped as long 
as possible. If distressing symptoms ensue (painful 
sensation of oppression in the epigastrium), the 
dosage mentioned must be reduced. If the dose is 
well tolerated, instillations can be made twice daily, 
and the patients may even be ambulatory. When the 
longest possible effect of the solvent mixture is de- 
sired, a subcutaneous injection of 0.0005 to 0.001 of 
morphium sulfate may be tried. This causes a 
prompt and lasting increase in sphincter tonus. 
Subcutaneous morphine in the same dosage pro- 
duces a more intensive flow of contrast medium, es- 
pecially in the hepatic ducts, for cholangiography. 
This method may eliminate the necessity for dilating 
the papilla of Vater or for retroduodenal or trans- 
duodenal choledochotomy when the patient is in a 
critical condition. 

The ether method and its modifications are also 
indicated for persisting biliary fistula following 
cholecystectomy due to calculus displacement of the 
choledochus. In such cases, the instillation is made 
through a drain placed in the canal of the fistula. 

The author also suggests a slight modification of 
Best’s ‘3 day biliary flush.” This is combined with a 
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biliary disinfectant (usually penicillin or streptomy- 
cin) 8 days after operation as follows: 

1. Decholin: 3 tablets 3 times daily. 

~ Nitroglycerin: 1 capsule of 0.8 mgm before each 
meal. 

3. Magnesium sulfate (30%); 30 c.c. (2 table- 
spoonfuls) before breakfast. 

4. Pure cream (30 c.c.) plus 1 egg before supper. 

EpitH SCHANCHE MOORE 


Primary Carcinoma of the Liver Following Viral 
Hepatitis. J. M. WaALsHE and H. H. Wotrr. 
Lancet, Lond., 1952, 2: 1107. 

Two cases of primary carcinoma of the liver are 
reported. The authors believe these began with a 
viral hepatitis and proceeded to postnecrotic scar- 
ring, nodular hyperplasia, and, finally, tumor 
formation. 

In the first case, that of a man aged 35, the 
hepatitis was either of the epidemic infective, or of 
the serum, variety, and the carcinoma was diagnosed 
during life. 

In the second case, that of a man aged 40, the 
hepatitis was probably of the epidemic variety, and 
the carcinoma was an incidental finding at autopsy. 
The literature is briefly discussed; it appears that 
carcinoma of the liver is a rare complication of viral 
hepatitis. L. R. C. AGNEw, M.D. 


A Radiologic Study of the Emptying of the Gall- 
bladder in Normal Subjects (Estudo radiolégico 
do esvaziamento da vesfcula biliar em 50 individuos 
Normais). J. P. Lopes Pontes and NicoLa CAMIN- 
HA. Rev. brasil. med., 1952, 9: 679. 


The purpose of the present investigation was to 
determine the normal pattern of gallbladder activity 
following the ingestion of the fatty meal which is 
routinely used for diagnostic purposes on the basis of 
Boyden’s original contributions. Fifty subjects (30 
men and 20 women), in apparently good health, 
were roentgenologically studied after previous opaci- 
fication of the gallbladder by means of a contrast 
medium (biliselectan) given orally 12 hours pre- 
viously. Strict adherence to every recommendation 
concerning diet the day before, the frequency of 
roentgenographic exposures, the composition of the 
fatty meal, and the avoidance of emotional influ- 
ences was observed in every experiment. Variations 
in the size of the gallbladder were not only observed 
by direct inspection of the films but also measured by 
volumetric calculations of the gallbladder image. 
These were made according to a simplified modifica- 
tion of Boyden’s original method. 

The ages of the 50 subjects varied between 16 and 
43 years, averaging 22.9 years. 

Only 5 of the subjects examined, or ro per cent of 
the whole group, showed complete or almost total 
emptying of the gallbladder within 2 hours after the 
ingestion of the fatty meal. In 10 others (20 per 
cent) the final shadow ranged from one-sixth to one- 
fourth of the fasting one. Thirty-four individuals, 
representing 68 per cent of the entire group, still pre- 
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sented a gallbladder shadow corresponding to almost 
one-half or more than half its original size 2 hours 
following the fatty meal. Sixteen in the roentgeno- 
graphic series displayed spontaneous opacifications 
of the common duct. 

No correlation could be made between the roent- 
genological findings and the age or habitus of the in- 
dividuals; however, the frequency of persons with 
final large residues appeared to be significantly higher 
among women (83 per cent as compared to 63 per 
cent among men). These findings point to the lack of 
sound criteria for such roentgenological diagnoses as 
‘gallbladder stasis,” based solely on the results of 
fatty meals. Hiram T. Lancston, M.D. 


External Biliary Fistulas (Fistules biliaires externes). 
M. Grimovup and J. Hepp. J. chir., Par., 1952, 68: 
635. 

The authors have briefly reviewed the effects of 
biliary fistulas on the physiology of the body. In the 
second section of this article the causes of the biliary 
fistulas are described in considerable detail. The 
most frequent causes in the authors’ experience have 
been injuries to the bile duct during the course of 
cholecystectomy. The authors have collected 108 
cases of such injuries, in 38 of which a good history 
of the injury was obtainable. In this group 6 pa- 
tients had a congenital anomaly, 16 had a gall blad- 
der which was adherent to the common duct or the 
cystic duct, 5 had some confusion in the anatomy, 2 
had an impacted stone between the cystic duct and 
the common duct, in 3 the injury was caused by 
angulation or traction on the common bile duct, and 
in 6 hemorrhage at the time of surgery was thought 
to have produced the factors necessary for injury. 
On study of the sites of injury in 92 cases, 26 cases 
revealed injuries in the superduodenal portion of the 
common duct, and 66 showed injuries near the hilus 
of the liver. 

The more uncommon causes of external biliary 
fistulas are discussed. The fistulas occurring during 
gastric resection demonstrate the necessity of identi- 
fying the injury immediately and repairing it, since 
the highest mortality occurred in the cases in which 
the injury had been unrecognized at surgery. The 
site of injury during gastric resection was just op- 
posite that of the injury occurring during cholecys- 
tectomy. Of 54 cases in which a study was made, 17 
injuries were found to be superduodenal and 37 were 
found to be intrapancreatic. Other rare causes have 
been described. 

The fistulas which were due to obstruction of the 
ducts were caused by stones, tumors of the pancreas, 
chronic pancreatitis, dystonia, parasites, and the 
rarer forms caused by external causes, such as glands, 
stenosis due to inflammation, and aneurysms. 

The most effective therapy is prevention. Under 
cholecystectomy the following points were stressed: 
good exposure, including good lighting, a large in- 
cision, and absolute hemostasis. Control of the he- 
patic artery as it passes anterior to the foramen of 
Winslow, identification and ligation of the cystic 
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duct without traction, and, finally, the ligation of 
the cystic artery near the gallbladder were listed as 
other points in prevention of injury. 

It is important to identify an injury immediately 
should it occur during cholecystectomy and to pro- 
ceed with the repair, which in the authors’ experience 
has been much more effectively done immediately 
than at a secondary operation. The same rule applies 
to the treatment of a fistula should it occur during 
the course of a gastric resection. 

The causes of biliary obstruction and the preven- 
tion of fistulas due to this cause by the prevention 
or relief of obstruction is discussed. 

The last section of this article involves an anat- 
omoclinical study which simply outlines the methods 
available for the treatment of injuries to the duct 
and the prevention of the overlooking of stones in 
the common bile duct at the time of exploration. The 
peculiar sclerosis and stenosis occurring after injuries 
to the common bile duct are stressed. The fact that 
the distal portion of the common bile duct is usually 
intact is to be taken advantage of by end-to-end 
anastomosis when this can be done. The use of 
roentgenography both for the examination of the 
fistulas preoperatively and the determination of the 
patency of the distal end of the common bile duct is 
stressed. 

The methods of the anastomosis of the common 
bile duct are similar to the ones accepted widely in 
the United States. An end-to-end anastomosis is be- 
lieved to be the most favorable type of repair if this 
can be accomplished. The next most desirable meth- 
od is stated to be the anastomosis of the common 
bile duct to the jejunum in a defunctionalized seg- 
ment as in the Roux-Y operation. Implantation into 
the duodenum is believed to be a third choice. In 
these anastomoses the authors do not ordinarily 
leave supporting tubes in place as long as has been 
recommended by some other authors. The tube is 
always inserted at a point distal to the anastomosis 
and led through it. The authors also mention the 
frequency of the occurrence of stenosis following any 
of these methods of repair. 

Tuomas C. Douctass, M.D. 


Internal Biliary Fistulas (Fistules biliaires internes). 
Jacques Hepp and M. Mercapier. J. chir., Par., 
1952, 68: 648. 

The authors have encountered internal biliary 
fistulas in 2% per cent of their biliary tract opera- 
tions. The causes are given as three: stone, gastro- 
duodenal ulcer, and carcinoma. The pathology is 
briefly described. The two most common types in 
their experience were fistulas between the gall- 
bladder and the duodenum, and fistulas between the 
gallbladder and the colon. Two rare types in their 
experience were fistulas between the common bile 
duct and the duodenum, and fistulas between the 
gallbladder and the stomach. The most common 
type, of course, was the fistula between the gall- 
bladder and the duodenum which occurred with 
stone. In their experience the fistulas occurring in 
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cases of ulcer were more commonly between the 
common bile duct and the duodenum. 

The presence of an internal biliary fistula is 
sometimes suspected from the history taken at the 
time of the clinical examination. The appearance of 
cholangitis, diarrhea, or hemorrhage from the in- 
testinal tract is the salient factor. Roentgenography 
is listed as one of the most effective means of diag- 
nosing the disease preoperatively—irom the finding 
of air in the biliary tract. From 70 to 80 per cent of 
the authors’ cases showed this finding. The reflux of 
barium into the biliary tract has also been noticed 
frequently. 

The method of treatment is cholecystectomy ‘and 
repair of the opening into the intestinal tract when 
the cause is due to stones. In cases due to ulcer, 
gastric resection has been advocated. A brief discus- 
sion is then given of the fistulas between the two 
parts of the biliary tract, and the importance of 
roentgenography on the operating table, both for 
the recognition of this condition and for the pre- 
vention of injury to the common bile duct, is 
stressed. Tuomas C. Douctass, M.D. 


The Physiopathologic Mechanism of Allergic or 
Anaphylactic Pancreatitis (Les pancréatites aller- 
giques ou anaphylactiques; leur mécanisme physio- 
pathogénique). OrztANpo F. Lonco, Carztos A. 
SosA-GALLARDO, and ALFREDO FERRARIS. Acta 
Gastroenter. belg., 1952, 15: 675. 


The authors review the previous experimental 
evidence that pancreatitis may be produced by an 
anaphylactic shock mechanism. This was confirmed 
in their own laboratory. 

In 10 dogs sensitization to horse serum was pro- 
duced by an intramuscular injection. This was fol- 
lowed in 3 to 4 weeks by the injection of horse serum 
in the vicinity of the pancreas. Acute pancreatitis, 
often with fat necrosis and hemorrhage, occurred. 

In a second series of 3 animals the same procedure 
was followed except that after pathologic changes 
were noted in the pancreas 10 c.c. of 1 per cent novo- 
cain were injected intravenously. This produced 
recovery in the animals and was repeated for the 
second time with the same results. 

A third group of animals was studied to determine 
the relationship of the autonomic nervous system to 
this lesion. In 4 dogs the greater and lesser splanch- 
nic nerves and the lumbar sympathetic chain were 
removed after primary sensitization as in the other 
groups. After 3 weeks or more the re-injection of 
horse serum in the vicinity of the pancreas produced 
minor or no changes. 

In a supplemental series of animals it was found 
that the use of tetraethyl ammonium would not pre- 
vent experimental pancreatitis. A last group of 
animals was then used to show that if the second 
dose of horse serum was given before time had been 
allowed to pass for wallerian degeneration the animal 
was not protected from pancreatitis. 

This mechanism is believed to explain those cases 
of pancreatitis which occur in the human being in 
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whom biliary reflux cannot be a factor because of 
separate biliary and pancreatic ducts. 
Tuomas C. Douctass, M.D. 


A Clinical Contribution to the Study of Traumatic 
Pancreatic Fistula (Contributo clinico allo studio 
delle fistole pancreatiche traumatiche). IGNaAzIo 
Asso. Rass. ital. chir. med., 1952, 1: 61. 


A case of traumatic pancreatitis with pseudocyst 
formation is described. The cyst was drained with 
uneventful recovery except for a short relapse fol- 
lowing lipiodal injection of the sinus tract. 

Various methods of treating pancreatic fistula are 
reviewed. Conservatism for at least 3 months is 
advised. During this period an antidiabetic, high 
protein diet is advised in order to minimize pancre- 
atic stimulation. If the latter methods are unsuc- 
cessful, enteroanastomosis or gastroanastomosis of 
the cyst may be attempted. Simple excision of the 
fistula or radiation therapy is not recommended. 

GerorcE Narp1, M.D. 


Hyperinsulinism. Its Definition, Diagnosis, and 
Treatment (Der Hyperinsulinismus. Begriff, Er- 
kennung, und Behandlung). HERMANN BERGER. 
Chirurg, 1952, 23: 552. 

The author recognizes two main types of hyper- 
insulinism: the organic, in which morphologic changes 
in the islet cells are demonstrable, and the functional 
type, without such changes. The former includes 
cases of active islet cell adenoma and carcinoma as 
well as cases of partial and general hyperplasia or 
hypertrophy of the islet cells. Functional hyperin- 
sulinism is differentiated into a primary functional, 
and a secondary type, e.g., alimentary, functional 
hyperinsulinism. Cases associated with pancre- 
opathies, for the most part cholangiogenic in origin, 
are not clear-cut or distinctive in their features. 

With respect to the etiology of spontaneous hypo- 
glycemia, the author follows the classification of 
Conn and believes that the blood sugar curve is a 
reliable method for determining the basis of hypo- 
glycemia, which thus offers a guide to conservative 
or operative management. A graph of typical blood 
sugar curves is presented showing the departure of 
five types of curves from the normal. Curves are 
depicted for organic hyperinsulinism; functional hy- 
perinsulinism; secondary, alimentary, functional hy- 
perinsulinism (following stomach operations) ; hepato- 
genous hypoglycemia; and a mixed organic-func- 
tional type exemplified by duct or papillary stenosis. 

Two case reports of hyperinsulinism on an organic 
basis are presented, with graphs of the preoperative 
blood sugar curves. The etiological factors in these 
cases were pancreatic adenoma and pancreatic re- 
tention cyst, respectively. Both cases were cured by 
operation. The characteristic features of the blood 
sugar curve in these cases were a low fasting value, a 
very weak response to dextrose ingestion, and a sub- 
sequent sustained depression of the blood sugar level, 
in contrast to the normal in which the level returns 
to normal in 3 hours. Joun L. Linpquist, M.D. 
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A Case of Malignant Insulinoma (A propos d’un cas 
d’insulinome malin). R. Dupérié, J. J. DuBarry, 
G. Mayer, and MLLeE. Couteau. Arch. mal. app. 
digest., Par., 1952, 41: 882. 


The authors report on a case of malignant insuli- 
noma in a woman 54 years of age. 

For 18 months before admission to the hospital the 
patient had frequent attacks of hypoglycemia with a 
blood sugar level down to around 55. The attacks 
were promptly relieved by the ingestion of carbo- 
hydrates. 

After having lost 12 to 14 kgm. of weight the pa- 
tient was finally hospitalized. Examination revealed 
a hard mass in the left paraumbilical region and a 
markedly enlarged and hard liver with an uneven 
surface. The condition during hospitalization went 
rapidly downhill. The hypoglycemic attacks be- 
came more and more frequent and difficult to handle, 
and the patient expired in cachexia 2 months after 
admission and 20 months after the onset of her com- 
plaints. 

The autopsy revealed a scirrhous tumor of the 
Langerhans islands in the pancreas tail with numer- 
ous metastases in the liver and in the lymph nodes 
along the splenic artery. 

The case is reported because of its rareness. Most 
insulinomas are benign. Malignant tumors of the 
Langerhans islands are extremely uncommon. 

WERNER M. Sotmitz, M.D. 


Pancreaticocystovisceral Anastomosis (La pancrea- 
tocisto-visceroanastomosi). SEBASTIANO MILONE 
and Rocco StrapA. Minerva med., Tor., 1952, 43: 
467. 

The authors report on 5 cases of pancreaticocys- 
togastroanastomosis which they performed during 
the past 11 years. Along with a review of the liter- 
ature they give their concept of the problem of pan- 
creatic cysts. 

Pancreatic cysts are considered to be either true or 
false, and, accordingly, they are either lined with 
epithelium or not. The surgical management of 
these lesions is based on three schools of thought: 
(1) total excision of the cyst with or without partial 
excision of a portion of the pancreas, (2) external 
drainage by simple incision or marsupialization of 
the cyst, and (3) internal drainage by anastomosing 
the cyst with an adjacent abdominal viscus. 

Total excision is an ideal method but is accom- 
panied by a high mortality rate (25 to 55 per cent— 
Lahey). It is difficult to find a definite line of cleav- 
age in total excision. 

External drainage with or without marsupializa- 
tion is in fact the simplest method and has the lowest 
mortality rate of all procedures (4.5 per cent—Bas- 
set). The difficulty arises in the prolonged drainage of 
liquid which has been variously reported as from 2 
to 7 weeks to as long as 14 years after marsupializa- 
tion. The constant and chronic irritation of the skin 
by the pancreatic ferments is difficult to cope with. 

The third method of treatment by internal drain- 
age through the pancreaticocystovisceral anasto- 
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mosis was first introduced in 1911 by Ombredanne 
and in 1915 by Jedlicka. Rapant and Sery, in 1950, 
reported 71 cases with various anastomoses to the 
stomach, jejunum, gallbladder, and the duodenum. 
In the majority of their cases (33) anastomosis with 
the stomach was done. 

The authors’ experience with the pancreaticocys- 
tic anastomosis consists of 5 cases, in all of which 
anastomosis with the stomach was done. The first 
case was that of a male aged 65 years who was pri- 
marily treated by marsupialization with apparently 
good results. After approximately 1 year the mass 
recurred. He was operated upon a second time and 
a pancreaticocystogastroanastomosis was carried 
out. Ten year follow-up revealed an uneventful 
recovery. The patient in the fifth case reported ex- 
pired on the eighth postoperative day. Autopsy re- 
vealed a stable and adequate anastomosis; the 
cause of death was attributed to pulmonary embolus. 

Two points deserve special consideration, the size 
of the anastomotic stoma and the choice of viscera 
for the anastomosis. The danger of cicatricial closure 
of a circular orifice of insufficient size is well known. 
In their clinic the authors attempt to make all 
anastomotic stomas greater than 4 to § cm. in diam- 
eter. They believe that the stomach is the organ of 
choice for anastomosis because of its proximity, 
the ease of anastomosis, the high resistance to in- 
fection of the gastric mucosa, and the ability of the 
gastric motility to help empty the cyst. 

They conclude that the great majority of pan- 
creatic cysts can be managed by pancreaticocysto- 
gastroanastomosis if the principles are correctly 
applied. FRANK W. PirRucELLo, M.D. 


MISCELLANEOUS 


The Metabolism Following Total Gastrectomy 
(Ueber den Stoffwechsel nach der totalen Magen- 
exstirpation). M. Tomopa. Chirurg, 1952, 23: 545. 


Prolonged clinical observations were carried out 
on more than 100 patients subjected to total gastrec- 
tomy, and comprehensive studies on the postopera- 
tive metabolism in these patients were made. At- 
tention was directed to the agastric syndrome, con- 
sisting of edema, hypoglycemicsymptoms, alimentary 
glycosuria, diarrhea, weakness, and anemia, and the 
results of studies on these factors are presented. The 
severity and degree of these factors vary with the 
elapsed time after operation so that metabolic 
studies, to be of significance, must be controlled. 

Studies by earlier workers of the albumin metabo- 
lism were based on determinations of the nitrogen 
balance by the Kjeldahl method. No significant dis- 
turbance of the albumin metabolism in the presence 
of edema was found. In the present study the plasma 
albumin fraction and the A/G ratio were shown to 
bear a relationship to the observed edema, which 
varied according to the elapsed time postoperatively. 
Studies on indican in the serum and urine, and on 
phenol and indol in the stool showed higher values 
in totally gastrectomized patients with esophago- 
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jejunostomy than in patients with partial stomach 
resections. The results show that an abnormal, ex- 
cessive splitting of albumin into end-products occurs 
in the small intestine following total gastrectomy. 

Studies on the blood sugar curve in totally gastrec- 
tomized patients, in contrast to that observed in pa- 
tients with partial resection, showed a pronounced 
hyperglycemia and glycosuria followed by a high 
grade of hypoglycemia. Since the appearance of this 
hyperglycemia is not affected by insulin, it is extra- 
insular in nature. It appears that the abnormal 
blood sugar curve after total gastrectomy is a result 
of the direct introduction of nourishment into the 
small intestine and that liver damage in these pa- 
tients is also a factor. 

It. was demonstrated that the fat loss following 
total gastrectomy with esophagojejunostomy was 
higher than that in cases in which the author’s tech- 
nique was used, whereby the food mass passes 
through the duodenum. 

The author concludes that the stomach has not 
only a protective role for the intestine in the physiol- 
ogy of digestion, but also the function of maintaining 
various metabolic processes in the organism. Up to 
the present time these functions have been poorly 
understood. Further progress with respect to post- 
operative metabolism and newer operative tech- 
niques will depend upon a consideration of these fac- 
tors. The author’s technique of total gastrectomy is 
a step in this direction. Joun L. Linnquist, M.D. 


Considerations with Reference to Suppurations of 
the Gastric Wall. A Clinical, Anatomical, and 
Roentgenological Contribution (A proposito di 
suppurazioni della parete gastrica. Contributo cli- 
nico, anatomico e radiologico). MAR1o CAMPLANI. 
Radiol. med., Milano, 1952, 38: 955. 


The case reported was that of a 26 year old nun. A 
few months previously the patient began to suffer 
from burning sensations and acidity of the stomach. 
There was a sensation of weight in the stomach and a 
tendency to regurgitation. The condition became 
rapidly worse; there were crises of vomiting, accom- 
panied by pains in the stomach and localized at 
times to the general abdominal region. The symp- 
toms did not respond to diet or antacid therapy. 
In time there were added attacks of diarrhea. 

Tympany developed as well as a sensation of 
splashing in the stomach. Gastric lavage brought to 
light large amounts of retained food and some blood. 
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The intolerance to food became almost total and the 
condition of the patient was greatly depressed. 

Roentgenologic examination disclosed an enor- 
mously dilated stomach with no evidence of passage 
through the pylorus. With pressure some of the 
barium suspension could be forced through the py- 
lorus. This disclosed a cushionlike swelling of the 
walls of the antral portion of the stomach with irreg- 
ular or defective mucosal folds, intense peristalsis, 
and a defect in the passage 3 to 4 cm. in length. The 
duodenal bulb was of normal configuration but 
showed evidence of food retention. 

Intravenous cholecystography indicated exclusion 
of the gallbladder. A cholecystectomy was done and 
the gallbladder was found to be full of stones. The 
patient experienced some amelioration; however, a 
month later the condition of gastric retention and 
dilatation again became acute and a gastroduodenal 
resection was done. A year and a half later the pa- 
tient was enjoying perfect health. 

The pathologic report on the removed specimen of 
stomach was made by Redaelli of the University of 
Milano, Italy, and is given as follows by the author: 
“There were 2 fragments of gastric wall, the one 
probably taken from a more distant zone of the 
stomach, beyond the pyloric sphincter. This speci- 
men disclosed mucosa with signs of chronic gastritis 
and moderate thickening of the muscular coat. The 
other specimen, evidently taken from the region of 
the cushionlike swelling of the antrum of the 
stomach, exhibited marked signs of a subacute or 
chronic inflammatory process. The muscular coat 
was dissociated in its elements at one point from the 
characteristics of a process of the type of an abscess 
with the presence of polymorphonuclear leucocytes, 
monocytes, and—in the peripheral areas—fibro- 
blasts. The histological diagnosis was chronic inter- 
stitial gastritis with foci of an abscesslike nature. 
There was nothing which would admit recognition of 
the etiology of the process.” 

The author discussed the 2 fundamental varieties 
of primary suppuration of the gastric wall. The one 
process was phlegmonous in character, with pre- 
dominating symptoms of sepsis; the other was cir- 
cumscribed and characterized by symptoms of ob- 
struction. The author believes that his case be- 
longed to the second type and that the chronic sup- 
purative agents reached the antral wall from the gall- 
bladder by way of the lymph stream. 

Joun W. BRENNAN, M.D. 
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Prolapsus Uteri in Nullipara. Penrri A. JARVINEN. 
Ann. chir. gyn. fenn., 1952, 41: 108. 


During the period from 1926 to 1950, a total of 1,920 
patients had been treated at the First and Second 
Women’s Clinic of the University of Helsinki for 
prolapse of the uterus. Of these patients, 52 (2.71 per 
cent) were nulliparas. The distribution of the pa- 
tients according to the degree of prolapse was in 
agreement with the distribution of such patients in 
general. At the onset of symptoms the age of the 
patients ranged from 17 to 71 years, with an average 
age of 47.9 years. 

Nineteen patients were roentgenographed; 4 re- 
vealed spina bifida occulta, and in 1 patient this 
complaint was established clinically. Occult spina 
bifida does not have any etiological significance in 
the genesis of uterine prolapse. Prolapsus uteri in 
nulliparous patients is due, in addition to defects 
found in the levator muscles and the perineal region, 
to constitutional and nervous endocrine disorders 
which are mainly congenital. Such latent disorders 
can be activated by irritants of different kinds, such 
as trauma, psychical factors, and poor nutrition. 

The treatment was surgical in 46 cases, 8 (17.4 per 
cent) of which presented relapses. Vaginal repair 
was found to be best, since all of the patients sub- 
jected to it were discharged as convalescent and the 
percentage presenting relapses was small compared 
to that presented by patients treated by other 
methods. The primary postoperative mortality was 
4.35 per cent, from which it must be concluded 
that, because of constitutional reasons, these patients 
are a bad surgical risk. CuarLEs Baron, M.D. 


Myomectomy with a View to Pregnancy, with Par- 
ticular Consideration of Hemostasis with the 
Aid of a Pericervical Tourniquet (La myomec- 
tomie en vue de la grossesse plus particuliérement du 
point de vue de l’hémostasg 4 l’aide d’un tourniquet 
péricervical). I. C. RuBin. Sem. hép., Paris, 1952, 
28: 3470. 


At one time the difficulties of myomectomy fre- 
quently made hysterectomy a procedure of choice. 
However, recent changes in the operative technique 
have altered this picture. Greater interest has also 
been shown recently in the more conservative pro- 
cedure in the management of sterility problems. The 
size and number of uterine myomas no longer consti- 
tute a problem in the surgical management by con- 
servative means. Myomectomy is definitely contra- 
indicated by incurable adnexal disease, malignancy 
anywhere within the genital structures, and very 
extensive endometriosis and adenomyosis. 

The procedure of myomectomy should be carried 
out with care to avoid not only those factors which 
contribute to postoperative complications but also 
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those which might possibly impair the patient’s fu- 
ture child-bearing ability. Regardless of the number 
of tumors, a minimum number of incisions should be 
made in the uterus. Preferably no more than one 
should be used. No seromuscular tissue should be 
excised, the procedure of myomectomy being one of 
enucleation of the tumor. The incision should be 
limited if possible to the anterior uterine wall so that 
the vesicouterine fold may be used to cover over the 
incision. Careful attention should be paid to hemo- 
stasis. In the case of submucous and intramural 
tumors the blood loss can be best controlled through 
the use of a rubber tube tourniquet which can be 
passed through the leaves of the broad ligament. If 
the tourniquet is used for not more than 10 minutes 
at a time, there is a blood-free field for operation and 
no unfavorable effects result from it. In closing the 
incisions within the uterine wall care must be taken 
not to include any segment of the tube. Opening of 
the uterine cavity need not cause concern. It may be 
required in the removal of submucous myomas; the 
closure is the same as in carrying out a cesarean sec- 
tion. 

Four hundred and eighty-one myomectomies 
performed at Mt. Sinai Hospital in New York City 
between January 1, 1922 and December 31, 10941, 
are reported. In this group there was an operative 
mortality of 1.9 per cent. The major danger which 
arose in connection with myomectomy was that of 
embolus, which even today remains as one of the 
prominent dangers of this operation. Eighteen and 
three-tenths per cent of the patients from Mt. Sinai 
Hospital were found to have adnexal lesions coexist- 
ent with their myomas. Surgical correction of these 
abnormalities was carried out along with the myo- 
mectomy. The use of tubal insufflation and hyster- 
ography is strongly recommended to rule out these 
adnexal lesions and to demonstrate alterations due 
to the myomas before surgery is undertaken. 

Sterility was a prominent finding in the patients 
seen in this series. Seventy-three patients personally 
followed up by the author had myomectomy per- 
formed for this specific indication. In this group 28.8 
per cent became pregnant. Five aborted; 1 had an 
ectopic pregnancy; the remaining pregnancies were 
carried to term. “Recurrences” following myomec- 
tomy are extremely rare. In the author’s personal 
series of 222 cases there were 12 patients who were 
found to have new tumors following the original 
operation. 

Certainly, myomectomy in women below the age 
of 40 offers an excellent method of treatment for pa- 
tients presenting gynecologic difficulties including 
menometrorrhagia and sterility. Myomectomy per- 
mits the surgeon to treat the tumor mass or masses, 
yet preserve the organic and psychologic functions 
of the patient so that she may undertake child- 
bearing. GerorcE C. Lewis, Jr., M.D. 























Remarks on 11 Cases of Cervical Epithelioma, Di- 
agnosed in the Very Beginning (Réflexions 4 
propos des 11 cas d’épithéliomas du col diagnosti- 
qués tout au début). R. Bourc and CL. GomPEL. 
Acta chir. belg., 1952, 51: 591. 


The authors discuss a series of 11 cases of cervical 
carcinoma in which the diagnosis was established at 
a very early stage by cytologic examination of the 
cervical smear. The majority of these cases were 
asymptomatic and negative with other methods 
(clinical examination, Schiller test, and colposcopy), 
and the early diagnosis would have been missed with- 
out cytologic examination. 

It is important to take the specimen at the level 
of the endocervical and exocervical junction which 
is the site of origin of the great majority of cervical 
carcinomas. The scrapings are collected by brushing 
circular movements with a wooden spatula at the 
orifice and the external surface of the collum to sep- 
arate the cells of the superficial layers from the zone 
of junction between the glandular and the malpig- 
hian layer. 

Vaginal scrapings are much less dependable. Most 
authors report up to 30 per cent of “false negatives 
tests” in vaginal smears as compared with 5 per cent 
in cervical smears. In rare cases the incipient carci- 
noma proliferates only to the deeper layers and does 
not involve the malpighian zone which appears nor- 
mal and well differentiated. These cases account for 
the 5 per cent of ‘false negative tests’. 

All positive cases must be confirmed by biopsy 
although “false positives tests” are rare. Only severe 
cervicitis can give pictures which may raise the sus- 
picion of malignancy. 

The positive findings are characterized by anisocy- 
tosis, anisocaryosis, multiplicity of’ nuclei, altera- 
tions in the distribution of chromatin, and hyper- 
trophy of the nucleus. 

The authors emphasize that in many instances it 
is not possible to differentiate between preinvasive 
(stage o) and early invasive (stage 1) cases. In 7 of 
the 11 cases a diagnosis of stage o was made by 
biopsy, but thorough histologic examination of the 
extirpated tumor showed that the tumor had pene- 
trated beyond the basal membrane at some point or 
other and should have been classified as stage 1. 

WERNER M. Sotmitz, M.D. 


Vaginal Hysterectomy: Indications, Advantages, 
and Surgical Technique. Vircit S. CoUNSELLER. 
Gyn. Obst., Phil., 1953, 1: 84. 

There are many reasons for the renewed interest 
in vaginal hysterectomy as the operation of choice 
over abdominal hysterectomy in certain cases. It 
is preferred for those cases in which vaginal plastic 
operations are to be performed. Safety is one of the 
greatest assets of vaginal hysterectomy. The mor- 
tality rate is almost nil. Complications such as 
pneumonia or atelectasis are rarely seen. There is 
little loss of blood and rarely any operative shock. 
The postoperative course in patients having vaginal 
hysterectomy is definitely smoother than in those 
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having an abdominal hysterectomy, and early am- 
bulation can be practiced. 

In general, indications for vaginal hysterectomy 
are the same as for abdominal hysterectomy. There 
are definite contraindications to this procedure, 
however. Only fibroids of definitely limited size 
should be removed by this route. This procedure 
should not be performed in extensive adnexal dis- 
ease such as is encountered in chronic pelvic infec- 
tions or tubo-ovarian abscesses, nor should any 
disease that is attended by considerable fixation be 
treated by vaginal hysterectomy. 

A complete discussion of the technique is presented. 

Ey Extiott Lazarus, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Is there Damage from Salpingography with Wa- 
tersoluble, Viscous Contrast Media? (Gibt es 
schaedigungen bei der salpingographie mit den was- 
serloeslichen, viskoesen Kontrastmitteln?) Hans 
BurGer. Geburtsh. & Frauenh., 1952, 12: 1029. 


Iodized oil solutions have the disadvantage of 
causing local reactions, but the advantage of allow- 
ing good visualization of the internal genitalia. On 
the other hand, water-soluble contrast media pro- 
duce less reaction, but are absorbed too fast for 
adequate visualization. Recently, polyvinyl alcohol 
and carboxylated celluloses have been used as sol- 
vents since their rate of absorption is slower. The 
author discusses the use of three iodine compounds: 
Ko; with polyvinyl alcohol as the vehicle, perabrodil 
with methylcelluloseglycolate, and ioduron-S with 
sodium-carboxylmethylcelluloseglycolate. 

The various substances were injected intraperi- 
toneally into mice and rats. The dosages used were 
proportionately greater than would be used in human 
beings. The findings consisted of moderate ascites 
and inflammatory changes of the peritoneum. These 
changes seemed to regress almost completely, with- 
out residual changes, in 24 hours. 

Investigations on the genital organs of women con- 
sisted of hysterosalpingographies of 13 women who 
were operated on 12 to 84 hours later. Inflamma- 
tory processes were found in 9 of the 13 tubes re- 
moved and in 7 endometria of 11 excised uteri. After 
132 hours no unusual findings were noted. General 
reactions as may occur with oil contrast media were 
not noted. The author believes, therefore, that the 
three substances previously mentioned are an im- 
portant addition to the list of radiopaque media for 
hysterosalpingography. Warren R. Lane, M.D. 


Intrauterine Implantation of the Oviducts for 
Cornual Occlusion by a Reamer Technique. 
JAMEs J. SwENDSON. Am. J. Obst., 1953, 65: 150. 


The results of plastic surgery on bilaterally oc- 
cluded oviducts for the restoration of patency have 
been discouraging as far as subsequent pregnancy is 
concerned. Consequently, patients have not been 
encouraged to submit to surgery and the number of 
cases reported has been small. 
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A method of intrauterine implantation of the 
oviducts for cornual occlusion by a reamer tech- 
nique, with slight modifications from the method of 
Holden and Sovsk, is described. Four .cases of 
bilaterally occluded oviducts treated by this pro- 
cedure are reported. 

Reconstructive surgery in the first case resulted in 
1 abortion followed by the delivery of 3 living 
children; in the second case, by delivery of 1 living 
child and 2 subsequent abortions; in the third case, 
by an unproved spontaneous abortion of a 2 months’ 
gestation. The fourth case resulted, as did the other 
3, in patent oviducts, but conception had not 
occurred 8 months later. 

The reamer technique of implanting into the 
uterine cavity the patent portions of oviducts 
occluded in their cornual portions is worthy of trial 
for the relief of otherwise absolute sterility. A 
higher incidence of abortion than occurs normally 
may be expected following successful implantation 
by the reamer technique. Joun R. Wotrr, M.D. 


The Histogenesis of Granulosa and Theca Cell 
Tumors of the Human Ovary. Donatp G. 
McKay, ArtTHUR T. HERTIG, and WILLIAM F. 
Hickey. Gyn. Obst., 1953, 1: 125. 


The authors present some observations on the 
human ovary which suggest that granulosa cell 
tumors arise from abnormally persistent granulosa 
cells in atretic follicles. 

Among 1,400 ovaries examined routinely at the 
Free Hospital for Women, Boston, abnormally per- 
sistent granulosa cells were found in atretic follicles 
in 14 cases. These cells were considered abnormal 
because granulosa cells are present at the same time 
that fibrosis of the follicle is taking place. In some 
cases, growth of the persistent granulosa cells could 
be demonstrated by the presence of mitotic figures 
among them. In 1 case, small double-layered cords 
of cells were found in an atretic follicle, similar to 
those seen in granulosa cell tumors. 

Theca cell tumors are considered to have their 
origin in cortical stromal hyperplasia of the ovary. 
The evidence in support of this view was the identi- 
cal histologic pattern of cortical stromal hyperplasia 
and theca cell tumors, the findings of transitional 
stages between these tissues, and the observation 
that theca cell tumors of one ovary are invariably 
accompanied by cortical stromal hyperplasia of the 
other ovary. Henry C. Fatx, M.D. 


Hormone-Producing Ovarian Tumors. Emit Novak. 
Gyn. obst., Phil., 1953, 1: 3. 

This article is based upon the study of a large num- 
ber of hormone-producing tumors of the ovary. It 
is concerned chiefly with the pathology and histology 
of the masculinizing and feminizing type of tumor. 
In the former category are included the masculino- 
voblastomas, arrhenoblastomas, the adrenal ovarian 
tumors, and the hilus cell tumors. The feminizing 
group of tumors include granulosa-cell tumors and 
thecomas. 
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The histogenesis of the masculinizing type of 
tumor is still controversial. The characteristic syn- 
drome of these tumors comprises a group of symp- 
toms indicative of defeminization followed by an 
array of positive masculinizing symptoms. 

The feminizing group includes granulosa cell 
tumors and thecomas. There appears to be agree- 
ment that these are derived from the feminine 
mesenchyme. The clinical effects of these estrogen- 
producing tumors depend upon the age at which 
they appear—prepubertal, during reproductive life, 
or postmenopausally. This group of tumors is not 
infrequently associated with endometrial carcinoma 
and, while less malignant than carcinoma of the 
ovary, the granulosa-cell tumor has a high incidence 
of recurrence. 

The author attempts to establish a satisfactory 
working classification of these tumors, which he pre- 
sents. Ey Exxiorr Lazarus, M.D. 


EXTERNAL GENITALIA 


Ulcus Vulvae Acutum (Lipschuetz). AxkrraA HARADA 
and Somer Saito. Yokohama M. Bull., 1952, 3: 105. 


The authors describe 4 cases of acute vulvar ulcer, 
from which the Bacillus crassus was easily cultured. 
The disease did not appear to be related to the 
menstrual cycle. Immunological studies have 
shown that the patient’s sera agglutinated the 
various strains isolated from these cases, while none 
of the control sera did. 

Streptomycin and promin were found efficacious 
in the treatment of this syndrome. 

Henry C. Fax, M.D. 


Hidradenoma and Hidradenocarcinoma Vulvae. 
OLavi KINNUNEN. Ann. chir. gyn. fenn., 1952, 41: 
119g. 

Two cases of tumors arising from the sweat glands 
of the vulva, one a hidradenocarcinoma and the 
other a hidradenoma, are reported. The author 
stresses the facts that diagnosis is difficult and that 
the diagnosis of malignancy in such cases has met 
with severe criticism in the medical literature. 

CuHartes Baron, M.D. 


MISCELLANEOUS 


Pelvic Inflammatory Disease. H. CLose HESSELTINE. . 
Surg. Clin. N. America, 1953, 33: 269. 


The author presents a brief history of pelvic in- 
flammatory disease and discusses it as it is under- 
stood at his institution. It is defined, its pathogene- 
sis is discussed, and the pathology is described. 
The symptoms, diagnosis, and treatment are also 
described. 

He concludes that surgery should be reserved for 
the patients who do not respond to medical treat- 
ment and who have exacerbations and are so inca- 
pacitated that surgery, even with castration, offers 
better results. Partial oéphorectomy is not recom- 
mended as a rule. 
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The prompt use of appropriate antibiotics has 
done much to interrupt or arrest the process early 
enough to avoid surgery or to save ovarian function. 

The use of penicillin, streptomycin, and other 
antibiotics has altered the clinical course and patho- 
logic picture of pelvic inflammatory disease to a 
remarkable degree. Byrorp F. Heskett, M.D. 


The Ischiocavernosus Muscle-Sling Procedure for 
the Correction of Urinary Stress Incontinence. 
James C. Goopwin. Am. J. Obst., 1953, 65: 65. 


This is a preliminary report of a simple “sling” 
procedure which has been devised for the correction 
of urinary stress incontinence, and its use is reported 
in 56 cases. 

The essential feature of the operative procedure is 
the utilization of the paired ischiocavernosus muscles 
for this purpose. A part of the anterior portion 
of the belly of each of these muscles is displaced 
to the midline and sutured just below the urethral 
orifice. This “sling” would appear to take on a 
voluntary sphincter effect, augmenting or replac- 
ing in function a previously damaged or defective 
external urethral sphincter. It is possible that 
marked atrophy of the ischiocavernosus muscles in 
very elderly patients may preclude this procedure, 
although atrophy of this extent is uncommon. 

The series of cases included 2 nulliparous and 54 
parous patients. In 23 cases the “‘sling’”’ was done as 
the only “anterior” vaginal procedure and in 33 
cases it was done in conjunction with other vaginal 
procedures for the correction of some form of genital 
prolapse such as cystocele or uterine prolapse. The 
results so far seem to be encouraging and appear to 
warrant the later report of a larger series of cases. 
There was no death nor any significant morbidity. 

Joun R. Wotrr, M.D. 
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Management of Carcinoma of the Uterus. HERBERT 
E. ScumiTz and CHESTER J. GAJEWSKI. Surg. Clin. 
N. America, 1953, 33: 259. 

The authors present a very concise and informa- 
tive discussion of the management of carcinoma of 
the uterus. 

Preinvasive carcinoma of the cervix is described 
in detail with methods of diagnosis and treatment. 
Invasive carcinoma of the cervix is discussed along 
with grading and staging of the tumors. 

Irradiation and surgery are described in relation 
to their separate or combined use. Radical surgery 
is evaluated. 

Endometrial carcinoma is discussed, and grading 
and treatment are described. 

The authors conclude that preinvasive carcinoma 
must be included in any discussion of carcinoma of 
the cervix. They believe some conservatism may be 
employed in the young woman with the disease who 
desires children. Preinvasive carcinoma of the 
cervix with gland invasion requires hysterectomy. 
In pregnancy this lesion, they believe, deserves 
watchful expectancy, the use of all diagnostic 
methods, and careful follow-up. 

Invasive carcinoma of the cervix can be treated 
successfully by irradiation in 40 per cent of the cases. 

Surgical therapy for invasive cancer of the cervix 
should be reserved for radiation failures. Endo- 
metrial carcinoma can be destroyed in 75.67 per cent 
of the cases by the use of the Y applicator of 
Schmitz to deliver 6,000 mgm. hours of radium 
within the uterine cavity, in addition to 4,000 roent- 
gens of 1,000 kv. x-rays delivered to the midpelvis. 

Changes in the endometrium, myometrium, blood 
vessels, and tumor cells indicate that such therapy 
could retard the spread of tumor cells, if still present. 

Byrorp F. Heskett, M.D. 
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Bleeding Late in Pregnancy. Freperick H. FAtts. 
Surg. Clin. N. America, 1953, 33: 17. 


The most important causes of hemorrhage in late 
pregnancy are placenta previa, abruptio placentae, 
polyps or submucous fibroids, cancer of the cervix, 
and rupture of vasa previa. 

In placenta previa there is a tendency for the pre- 
senting part to ride high above the symphysis, and, 
if impressed by the Hillis or Mueller maneuver, it 
does not stay in the pelvis. In many cases, fundal 
pressure causes the fetal heart tones to slow up. 
When the patient is in good condition, a soft tissue 
x-ray examination is made. Asa rule, rectal exami- 
nation is unsatisfactory and a sterile vaginal exami- 
nation is necessary. If the child is nonviable and 
bleeding continues, a Braxton-Hicks version is done. 
If the baby is viable near term, cesarean section as 
soon as blood loss can be replaced is advised. If 
the infant is on the borderline of viability and the 
bleeding has stopped, an attempt is made to stop 
uterine contractions by the use of corpus luteum 
extract. In the cases in which a marginal or lateral 
placenta previa is present, as determined by vaginal 
examination, and in which the bleeding is moderate 
and does not start until full term or the beginning 
of labor, the membranes are ruptured and delivery 
allowed to proceed normally. Blood is given and a 
ro yard uterine gauze pack is held in readiness. If, 
after delivery, the third stage is prolonged and asso- 
ciated with bleeding, the placenta is removed and 
the uterus and vagina are packed. When breech 
presentation occurs, there may be a temptation to 
pull down a leg to stop the hemorrhage. The fallacy 
of this point of view is the danger to the fetal circu- 
lation occasioned by the compression of the placenta 
between the presenting part and the lower uterine 
segment. If the heart tones are seriously impaired 
by the maneuver, a cesarean section should be done. 

The operator should perform the type of cesarean 
section with which he is most familiar. Blood re- 
placement should be started as soon as the labo- 
ratory reports the Rh factor. 

In premature detachment of the placenta the first 
aim is replacement of the blood loss and recovery 
from shock as quickly as possible. Since part of the 
shock picture is due to the irritation of the pelvic 
sympathetic ganglia from acute overdistention of 
the uterus, the relief of this condition is also an im- 
portant objective. Unless labor has advanced to at 
least 5 cm. of cervical dilatation and engaged the 
head, cesarean section is the operation of choice. If 
concealed hemorrhage is part of the picture, a 
Couvelaire uterus is probably present. Local anes- 
thesia is preferable. Cyclopropane and oxygen is 


the next choice. Extra oxygen should be supplied. 
The author has been impressed by the number of 
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toxemic patients who exhibit anemia and lower 
nephron nephrosis following massive blood trans- 
fusions. The blood should therefore be given slowly 
and diluted half with Ringer’s solution. 

The abdomen is quickly opened and the uterus 
emptied. If it contracts firmly, it is retained; if not, 
it is removed. When there is doubt about the ability 
of the uterus to control hemorrhage spontaneously, 
a uterine pack is advantageous. 

In patients who show a partial premature detach- 
ment with very slight bleeding at a time when the 
fetus is on the borderline of viability, large doses of 
corpus luteum extract are given until the contrac- 
tions are brought under control and the bleeding has 
stopped, provided the general condition of the moth- 
er remains good. If bleeding continues or there is 
evidence of fetal distress, this treatment is stopped. 
The uterus is allowed to empty itself or an abdom- 
inal hysterotomy is performed, in accord with the 
progress in labor made up to that time. When the 
thirty-fourth to thirty-sixth week of gestation has 
been reached, injections are stopped, and, if no 
bleeding occurs, the patient is allowed to go into 
spontaneous labor. If bleeding recurs and, especial- 
ly, if the heart tones are adversely’ affected, the 
uterus is emptied by cesarean section. 

Bleeding late in pregnancy may be due to benign 
cervical lesions such as polyps or fibroids. The bleed- 
ing in such cases is usually slight and stops spon- 
taneously. 

If carcinoma of the cervix is discovered after via- 
bility of the fetus, a cesarean section should be done 
immediately and followed by intensive radiation 
therapy and, 6 weeks later, by hysterectomy. If the 
lesion is discovered between the twenty-sixth to 
twenty-eighth weeks of gestation, the patient is car- 
ried to the thirty-second week and then a cesarean 
section is performed. A few days after delivery, if 
there is no evidence of infection, 3,500 mgm. hours 
of radium are given, followed in 4 weeks by x-ray 
treatment. The uterus is removed a few weeks after 
the last x-ray treatment. 

Rarely, there is fetal hemorrhage due to vasa 
previa. The diagnosis might be made if routine 
smears from all cases of vaginal bleeding in late 
pregnancy were studied. The finding of nucleated 
red cells coupled with the other features of the case, 
especially the rapidly changing heart beat, would 
be sufficient to warrant a tentative diagnosis of this 
condition. 

When the placenta is implanted on the anterior 
uterine wall, one must cut it through to reach the 
baby for cesarean delivery, unless one prefers to 
make a transverse incision of the uterine fundus. If 
the region of the insertion of the cord is involved in 
the incision, severe fetal hemorrhage will occur. 
Hence, as soon as the cord appears, it should be 
clamped. The infant should be given oxygen. Eighty 














cubic centimeters of blood should be removed from 
the mother (if there is no contraindication), citrated, 
and injected into the umbilical vein of the baby by 
means of a plastic tube. Atan Rusin, M.D. 


The Study of Fetal Anoxia by the Amount of 
Oxygen in the Blood of the Umbilical Vein and 
in the Maternal Arterial Blood (Contribution a 
létude de l’anoxie foetale par le dosage de l’oxygéne 
dans le sang de la veine ombilicale et dans le sang 
artériel maternel). P. GuitHem, A. PoNTONNIER, 
R. Baux, and P. BENNET. Gyn. obst., Par., 1952, 
51: 409. 

The inconsistent results reported in the study of 
umbilical venous oxygen tension led to a further 
evaluation in a program patterned after the work of 
Eastman and Walker. In this report special atten- 
tion was devoted to such factors as fetal distress, the 
type of delivery, the use of anesthetic and antispas- 
modic agents, and the employment of supplemental 
oxygen therapy. Determinations of maternal arterial 
oxygen tension were made in several cases. Oxygen 
concentration, blood oxygen capacity, and satura- 
tion were studied by means of Van Slyke’s apparatus. 
The oxygen capacity was determined in each case by 
exposure of the blood to air for 3 minutes following 
Van Slyke’s procedure. Twenty cubic centimeters of 
heparinized blood were drawn under oil and refriger- 
ated for these studies. 

Since few patients were utilized in making the de- 
terminations, the results are only suggestive. Walk- 
er’s values for normal venous oxygen saturation in 
the cord were confirmed. Infants exhibiting clinical 
evidence of distress at birth were found to have sig- 
nificantly lowered oxygen saturation. 

While regional anesthesia, maternal oxygen thera- 
py, and an antispasmodic (dolosal) appeared to be 
beneficial, the conclusions were based upon not more 
than 4 patients in the comparative groups. 

GeorcE C. Lewis, JR., M.D. 


Ruptures of Hysterotomy Scars (A propos des rup- 
tures de cicatrices d’hystérotomies). L. CHASTRUSSE. 
Rev. fr. gyn. obst., 1952, 47: 326. 


Three recent ruptures of uterine scars following 
cesarean section stimulated an investigation of the 
obstetrical cases managed at the ‘Clinique Obstetri- 
cale” and the ‘Maternite”’ of Bordeaux, France. 
Special attention was devoted to a search for possible 
factors contributing to dehiscence and the conditions 
which led to the diagnosis. 

Cesarean deliveries constituted 2.4 per cent of 
20,669 deliveries at the two institutions. One hun- 
dred and sixty-two women subjected to cesarean sec- 
tion had one or more subsequent pregnancies. The 
original cesarean section had been of a low segment 
type in 157 cases and of a corporeal type in 5 cases. 
Exclusive of the first 3 cases already mentioned there 
were 12 (7.6%) with rupture of the uterine scar 
which was diagnosed following low segment opera- 
tion, and 2 with rupture following the corporeal 
procedure. 
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The etiologic factors in these 14 cases and in the 3 
recent cases were all reviewed to establish their rela- 
tive importance. The factors included location of 
the placental site, the use of antibiotics, the type of 
suture material, parity, and the previous number of 
cesarean sections. One-fourth of the patients had 
two or more previous sections before the rupture 
occurred; one-third of the patients had experienced a 
febrile postoperative course with the previous cesar- 
ean section. Thus, only 6 patients appeared to have 
these classical explanations to account for their rup- 
ture. 

It was noted in many of the remaining cases that 
there had been prolonged labor or premature rup- 
ture of the membranes, although there had been no 
clinical evidence of infection. Local infection may 
have been present in most of these patients even 
though antibiotics and sulfonamides were given. 
Poor wound union would then be a logical result. In 
only 1 patient did the management of the labor and 
delivery at the time of rupture seem to be a factor in 
the cause of the rupture. 

One-third of the separations occurred prior to la- 
bor. The remaining two-thirds occurred during labor 
or were diagnosed on intrauterine palpation after 
vaginal delivery. In the majority of the cases asso- 
ciated with labor, the contractions had occurred for 
at least 10 hours. The usual signs of “‘prerupture”’ 
and of rupture are discussed in detail. Most impor- 
tant of these appear to be persistent hypertonicity 
of the uterus, failure of progression in cervical dilata- 
tion, and pain out of proportion to the stage of labor. 
If any one or more of these findings are present, a 
repeat cesarean section is indicated. 

It was noted that in 7 of these patients there were 
no symptoms which forewarned a rupture. Three 
ruptures were discovered at cesarean section and 4, 
after vaginal delivery. Management after separation 
was described for all 17 cases. Fourteen patients 
were subjected to laparotomy. Of these, only 5 were 
not subjected to hysterectomy or sterilization, a sim- 
ple repair of the tear being carried out. Two of the 
latter patients had subsequent pregnancies with de- 
livery by cesarean section. No evidence of recurrent 
rupture was found. Of the 3 patients diagnosed with- 
out laparotomy, 2 became pregnant subsequently. 
No difficulties from the rupture were noted, and no 
evidence of scar separation was found at the time of 
delivery. 

The results in these 4 patients suggest that con- 
servative management in anticipation of future preg- 
nancy is possible. There were no maternal deaths in 
any of the 17 patients. There were 5 infant deaths, 1 
following separation of a corporeal scar. These pa- 
tients serve to emphasize that the future must always 
be considered when a cesarean section is done, that 
prolonged labors following rupture of the membranes 
must be avoided, and that the management of de- 
liveries after cesarean section must always be one of 
careful individual evaluation with care to keep in 
mind all of the potential hazards. 

GeorcE C. Lewis, JR., M.D. 





266 


Maternal and Fetal Nutritional Relaticnships; 
Effect of Maternal Diet on Size and Content of 
the Fetal Liver. CLEMENT A. SmitH, JANE Wor- 
CESTER, and BERTHA S. BuRKE. Gyn. Obst., Phil., 
1953, I: 46. 


An increasing body of evidence indicates that a 
relationship exists between the nutrition of the 
human mother and the growth and survival of the 
fetus. Comparisons of the concentration of in- 
dividual nutrients in the two circulations have shown 
varying degrees of relation. 

Blood levels may fail to reveal maternal-fetal 
nutritional relationships, and since no reserves are 
indicated, they do not adequately define the nutri- 
tional status. 

Theapproach used by the authors was suggested by 
Wallace’s studies on sheep. He showed that the 
weight of the fetal liver in sheep is particularly 
responsive to maternal diet. Because the liver is 
actively concerned in various nutritional processes 
and is a storage organ for some nutrients, it seemed 
worth while to investigate both the weight of the 
human fetal liver and its content in relation to 
maternal diet. Use of the liver to assay trans- 
placental nutrition obviously restricts case material 
to stillborn fetuses and infants dying soon after 
birth. Nevertheless, since blood levels failed to re- 
veal maternal-fetal nutritional relationships and be- 
cause load tests have proved unsuccessful, study of 
this type seemed to offer more precise data than 
might be obtained from a larger study of living infants. 

The autopsies of all nonmacerated fetuses and 
newborn infants dying less than 48 hours after birth 
in the Boston Lying-In Hospital during a period of 
5 years provided the materiai for this investigation. 
The study was actually conducted on 111 preg- 
nancies terminating in fetal or neonatal death be- 
tween the twelfth and forty-third weeks of fetal age. 
Maternal dietary histories were obtained in 75 of 
these pregnancies, and the weight of the fetal liver 
was shown to be significantly related to the “mean 
general” or over-all rating of the maternal diet, and 
still more closely related to the maternal protein 
intake. Vitamin A of the fetal liver was not related 
to maternal dietary carotene but bore a significant 
relationship to maternal vitamin A intake. The 
association between low fetal hepatic vitamin A and 
maternal intake was especially marked in the fetuses 
of women receiving mineral oil. Relationships of 
statistical significance also appeared between fetal 
liver riboflavin and ascorbic acid and the amounts of 
these vitamins in maternal diet. In contrast to these 
results, no correlation could be demonstrated be- 
tween the amounts of iron in the fetal liver and in the 
maternal diet. 

It is concluded that even though fetal growth in 
the human species is relatively slow in comparison 
with that in many other mammals, the weight and 
the composition of at least one important fetal tissue 
reflect maternal intake during pregnancy and pre- 
sumably can be altered by improvement of the 
mother’s diet. Harry Fiexps, M.D. 
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Renal Function Studies in Toxemia of Pregnancy. 
N. S. Assaut, S. A. Kaptan, S. J. Fomon, and R. A. 
Dovctass, Jr. J. Clin. Invest., 1953, 32: 44. 


A study of the excretion of electrolytes and water, 
and of renal hemodynamics during osmotic diuresis 
with mannitol in hydropenia was carried out on 
8 patients with pre-eclampsia, 2 with eclampsia, 
and 4 with essential hypertension associated with 
pregnancy. 

It was not possible to demonstrate any abnormal- 
ity in the renal function with regard to sodium and 
chloride in cases of abnormal pregnancy. Impair- 
ment of the conservation of water per unit of 
excreted solute load was present in several cases of 
hypertension and toxemia. The renal plasma flow 
(PAH clearance) and glomerular filtration rate 
(mannitol clearance) were reduced as compared to 
values obtained from normal subjects in the same 
stage of pregnancy. Renal vascular resistance was 
increased in the abnormal cases mainly as a result 
of increase of the afferent segment resistance. 

CuHarLEs Baron, M.D. 


Ion Exchange Resins in the Treatment and Pro- 
phylaxis of Pre-Eclampsia. H. M..Carey. Gyn. 
Obst., 1953, 1: 177. 

With the recommended dosage of 50 gm. of cation 
resin daily, the fecal loss of sodium can be increased 
from 2 to 2.5 gm. However, it is pointed out that if 
a patient is on a sufficiently low sodium diet, the 
sodium intake can be reduced by nearly this amount. 

In practice, the author initially started his pa- 
tients on an ammonium form of resin for the first 
48 hours and then followed it with a potassium form 
of resin. After 2 days, ammonium resin was again 
given. There was a definite sodium loss over and 
above that accomplished by a sodium-poor diet and 
bed rest. However, although the edema disappeared, 
there was no significant improvement in the blood 
pressure or albuminuria. 

James F. DonneEtty, M.D. 


Acute Mastitis: A Study of 28 Cases. Crarre Issis- 
TER. Med. J. Australia, 1952, 2: 23. 


Acute lactational mastitis, although frequent in 
occurrence, is not well understood and often leads 
to the ill-advised termination of lactation in the 
nursing mother. In an attempt to determine the 
main factors leading to the onset of this disease, 28 
patients with this clinical diagnosis were studied. 

A review of the literature reveals two main 
schools of thought in regard to the causation of 
mastitis. One group considers the lack. of super- 
vision of breast feeding and the failure to prepare 
the breasts antenatally as the primary cause of the 
infection; the other group maintains that the source 
of difficulty lies in the transference of infection 
from the nursing infant to the mother’s breast, 
which infection is considered to be staphylococcal 
and arising in the nasopharynx of the infant. 

The author selected the cases under study con- 
secutively. The recorded facts were: (1) parity, 
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(2) time of onset of infection, (3) milk yield, (4) 
condition of the nipples, (5) examination of the 
breasts with particular reference to overloading, 
(6) treatment, and (7) examination of the baby. 

The results revealed that 22 of the patients were 
primparas; 2 patients had had abscesses with a 
previous pregnancy; 24 patients manifested the ill- 
ness during the first 4 weeks of lactation with an 
equal distribution during each week (the latest 
time of onset was at 16 weeks); 21 patients were 
fully breast feeding at the onset of mastitis; 25 
patients were eventually discharged from the hos- 
pital on full breast feeding; 27 patients had painful 
nipples requiring treatment and 6 had inverted 
nipples; 18 patients gave a history of painful en- 
gorgement at the onset of lactation. There was 
—— I patient with no recorded evidence of over- 
load. 

All patients responded well to the administra- 
tion of penicillin. The sulfonamides produced a 
less satisfactory result, with one breast abscess de- 
veloping under treatment. Two abscesses were 
treated with incision and drainage. There were 30 
babies (two sets of twins) in the group. Of these, 
24 manifested mild infections, clinically staphylo- 
coccal, prior to the onset of mastitis in the mother. 

The author concludes that the main etiological 
factors in the development of acute lactational 
mastitis are: (1) abnormalities of the nipples, (2) 
overloaded breasts, (3) infection of the mother by 
the staphylococcus from the nursing baby, and 
(4) primiparity. The disease is considered to be 
preventable. Prevention is accomplished by pre- 
natal preparation for nursing with correction of 
abnormalities of the nipples; supervision of nursing 
for the first 14 days; and prevention and early 
treatment of infection in infants. It is unnecessary 
and undesirable to wean the nursing infant. 

Artuor L. Haskins, M.D. 


LABOR AND ITS COMPLICATIONS 


Hemorrhage in Placenta Previa; A New Concept of 
Its Mechanism. R. A. BartHoLtomew, E. D. 
Cotvin, WILL1AM H. Grimes, J. S. Fis, and WIL- 
LIAM M. LESTER. Gyn. obst., Phil., 1953, 1: 41. 


The prevailing concept of the mechanism of 
hemorrhage in placenta previa is that of a separation 
of the placenta at the deciduoplacental attachment, 
resulting in release of maternal blood from torn 
decidual arterioles and the intercommunicating blood 
lakes beneath the placenta. The separation is 
thought to be consequent to a gradual upward shift- 
ing of the lower uterine segment under the influence 
of increasing Braxton-Hicks contraction as preg- 
nancy advances. It is conceived that the uterine 
muscle pulls away from the previal portion of the 
placenta. A new concept of the mechanism of hem- 
orrhage in placenta previa is presented by the 
authors. 

The currently accepted facts in regard to the ma- 
ternal part of the placental circulation in its afferent 
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and efferent course are based on the researches of 
Spanner. At the time of implantation and early for- 
mation of the placenta, the erosive effect of the 
chorionic epithelium has already opened up maternal 
arterioles beneath the placenta and created irregular 
blood lakes or spaces in the decidual layer through 
and from which the maternal blood ascends through 
the intervillous spaces, toward the chorionic plate. 
On reaching this level, it does not turn back and 
leave the placenta from the same decidual area into 
which it entered, but joins the maternal blood as- 
cending through other cotyledonous areas to form a 
well defined maternal blood stream flowing beneath 
the fetal surface of the placenta toward the periph- 
ery. Here it enters through many openings into the 
membranous-walled marginal sinus and thence 
through many other openings and communications 
into the adjacent uterine veins, thus returning to the 
general circulation. 

The mechanism of bleeding in complete placenta 
previa is based on the fact that the maternal blood 
pressure forces the maternal blood to flow the above 
described course throughout the placenta. If any 
placental area should happen to lack subjacent ma- 
ternal arterioles there would exist a vacuum of blood 
pressure in that area. The maternal blood stream 
crossing beneath the fetal surface of the placenta 
would therefore descend between the villi and this 
pressureless area, and escape from the maternal 
surface of the placenta. Since the decidual septa 
extend toward the chorionic plate, about two-thirds 
of the thickness of the placenta, maternal blood 
must flow into a pressureless area from above down- 
ward, rather than from the sides. If the placenta 
implants far down in the lower segment and, in its 
growth, comes to lie completely over the cervix, there 
gradually develops a vacuum of blood pressure over 
the internal os. Maternal blood descends into this 
pressureless area and causes hemorrhage earlier than 
in the incomplete variety. The maternal blood 
apparently forms clots between the villi, thus tem- 
porarily checking the hemorrhage. Deficiency of 
maternal circulation in this area may cause some 
degree of villous degeneration to release thrombo- 
plastin and set up clot formations. 

As pregnancy advances, the thinning and stretch- 
ing accompanying the formation of the lower uterine 
segment likewise stretches the placenta. The clots no 
longer serve to block the intervillous spaces and 
hemorrhage again occurs. 

It is conceivable that in the region immediately 
around the internal os, decidual arterioles may be 
lacking and thus have the effect of widening the 
pressureless area beyond the region immediately 
overlying the internal os. Some of the hemorrhage 
may come from the deciduoplacental junction but its 
source is probably from downward, and not from torn 
decidual, arterioles. It is reasonable to believe that 
the temporary plugging of the intervillous spaces 
over the cervix will be disturbed more and more 
frequently by the increasing stretching of the 
placenta as pregnancy nears term and that the bleed- 
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ing will become continuous and severe when Jabor 
supervenes, due to dilatation of the cervix and the 
upward pull on the lower uterine segments. 

The authors conclude that granted this concept of 
the mechanism of bleeding in placenta previa is 
probably correct, nevertheless it would seem to fur- 
nish no possibilities relative to additional methods of 
therapy other than those currently in use. 

Harry Fietps, M.D. 


MISCELLANEOUS 


Hydatiform Mole—Pathogenesis, Diagnosis, and 
Clinical Findings (Mola hidatiforme—Etiopato- 
genia, Diagnostico y Clinica). ALFREDO J. Gurroy. 
Bol. Soc. obst. gin. B. Aires, 1952, 31: 426. 


The author, in a comprehensive article, discusses 
the pathogenesis, diagnosis, and clinical findings of 
hydatiform mole. Reviewing his experience at the 
Maternity Institute of Buenos Aires from 1928 to 
1951, he states that he encountered 67 cases of this 
condition, an incidence of 1 in 2,100 cases. Sixty- 
eight per cent of the cases occurred in women with 
multiple pregnancies; metrorrhagia was found in 71 
per cent of the cases, and severe vomiting in 59.7 per 
cent. A lack of proportion between the supposed 
duration of the pregnancy and the increase in the 








size of the uterus was noted in about half of the cases. 
The vaginal expulsion of vesicles was a rare but 
pathognomonic sign of the disease. The identifica- 
tion of gonadotrophins in the urine in the cases which 
were studied proved to be of diagnostic value. 
WittiaM E. Ricketts, M.D. 


Perineal Nerve Block; An Anatomic and Clinical 
Study in the Female. Epwarp WALTER KLINK. 
Gyn. Obst., 1953, i: 137. 

An anatomical study of the nerve supply of the 
external genitalia and of the perineal structures was 
made. The innervation of these areas is well de- 
scribed. Clinically, a number of other types of block 
were compared with the author’s technique of 
perineal block and were found to be of no additional 
value. 

The author’s technique consists of injection 
around the main trunk of the pudenal nerve. The 
needle is inserted between the tuberosity of the 
ischium and the anus, somewhat nearer to the anus. 
The tip of the needle is guided slightly posterior to 
the inferior spine and 30 c.c. of the anesthetic solu- 
tion are deposited. This provides sufficient anes- 
thesia for the usual obstetric needs and can be used 
also for minor operative procedures on the vulva and 
perineal areas. James F. DonneELty, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Rare Malformations of the Kidney (Seltene Nieren- 
fehlbildungen). E. Scuinpiter. Zschr. Urol., 1952, 
45: 709. 

Among the malformations of the kidneys, two 
particular groups deserve special consideration: 
those in which the ureterogenetic and nephrogenetic 
parts of the metanephros united but incompletely 
during the early embryonic period, and those in 
which a disturbance in the involution of the pro- 
nephros occurred even earlier. Two cases typical for 
each one of these groups are described, with a com- 
plete history, clinical findings, and histopathological 
report, as well as an embryological discussion. 

One case represents an aplastic or rudimentary 
metanephros located typically in the retroperitoneal 
space at the level of the kidney bed. An ill-developed 
ureter emerged from this body, but took a normal 
course. A vascular, but highly atrophic, pedicle was 
noted. On the upper pole, typical suprarenal tissue 
was found. 

In the case belonging to the other group the 
pronephros had failed to in volute as it should in the 
fourth fetal month. This tissue remained and the 
permanent metanephros developed undisturbed. A 
teratoid body resulted with the following charac- 
teristics: it was located retroperitoneally and in- 
volved the large vessels as well as the peritoneum 
and vertebral column. In the sagittal plane, it 
reached the plica urogenitalis laterally to the route 
of the mesentery (point of surgical approach.) The 
tumor lay ventrally to the kidney and anteromedial- 
ly to the permanent ureter (the ureteral bud grows 
dorsally to the pronephros and wolffian duct, and 
develops cranially, which results in a considerable 
ascensus of the metanephros anlage). The renal 
pedicle lay cranially to the tumor which lay below 
the kidney. The metanephros already ascends in the 
second fetal month. Disturbances of drainage are 
caused by dislocation of the ureter. These teratomas 
are not tridermomas, but are in the same class as 
sialoblastomas, teratoid tumors of the palate, and 
hairy polyps of the pharynx. Orto Weiss, M.D. 


Crossed Dystopia of the Kidneys; 75 Years of Cystos- 
copy (Gekreuzte Nierendystopie; 75 Jahre Cysto- 
skop). Max Funrack. Zschr. Urol., 1952, 45: 579. 


The term “crossed dystopia of the kidneys” ap- 
plies to a very rare variety of malformation whereby 
one kidney is situated just beneath (or very rarely 
above) the other. Most of the time, the dystopic 
kidney is fused to the orthotopic kidney. The distal 
part of the ureter and its ostium are situated normally 
and the midportion of the ureter crosses over the 
vertebral column to the contralateral side. This 
condition is also known under the name of unilateral 
asymmetric fusion kidney. 


In 8,000 autopsies, 1 such condition was found. 
In respect to the position and shape of the kidneys, 
several variations are possible. One observes sigmoid- 
shaped, L-shaped, or mushroom-shaped kidneys. 
They are predominantly located on the left side, 
and they occur more often in men than in women. 

Up to 1928, there were 6 such cases reported by 
Gruber at Innsbruck. Clinical symptoms arise be- 
cause of pressure on the colon and nerve trunks, 
with general abdominal malaise. Retrograde pyelog- 
raphy is the only procedure leading to prompt diag- 
nosis and should be performed in all cases of doubtful 
abdominal complaints. 

An interesting résumé is offered as to the em- 
bryological genesis of the kidney, and the phases of 
development for this malformation are pointed out. 

The report of another case follows, in which 
excretory urography did not reveal the true con- 
dition. Medical studies had erroneously led to the 
diagnosis of sacral radiculopathy. Frequent gyneco- 
logical consultation had led to abdominal exploration 
without results. Surgical intervention by suspension 
of the kidney was attempted and an appendectomy 
was performed. Finally, after 10 years of suffering, 
the patient consulted the author, who, with the 
help of retrograde instrumental pyelography, correct- 
ly diagnosed the condition. At this point, the author 
gratefully acknowledges the blessing of the cystoscope 
and credits Oberlaender of Dresden, Germany, for 
having invented and first used the instrument in 
1877. Otto Weiss, M.D. 


Diagnosis and Therapy of Kidney Bleeding of 
Doubtful Origin (Zur Diagnostik und Therapie 
der “unklaren Nierenblutung”). C. E. ALKEN and 
R. HascHe-KiuEenper. Zschr. Urol., 1952, 45: 665. 


Operative treatment of kidney bleeding of doubt- 
ful origin is condemned because conservative meth- 
ods will always suffice. When the history, clinical 
investigations, excretory and cystoscopic urography 
fail to provide anatomical evidence of the source of 
bleeding, it must be assumed that pyelitic infec- 
tious hematuria is the underlying cause. 

Among 17 cases of severe hematuria of doubtful 
origin, there was only 1 case in which infection could 
not be demonstrated. Treatment consists of support- 
ive means, blood transfusions, the administration of 
antibiotics, chemotherapy, and the use of unspecific 
protein bodies. 

Even the most obstinate cases will respond with- 
out recurrence. Otto WeErtss, M.D. 


Kidney Damage as a Result of Blood Transfusions 
with Incompatible Blood (Beitrag zur Kenntnis 
von Nierenschaedigungen nach Fehltransfusionen). 
D. ZoeDter. Zschr. urol., 1952, 45: 605. 


Two fatal cases of kidney damage resulting from 
the transfusion of incompatible blood are cited. In 
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one of them, hematuria had set in 6 hours after the 
transfusion, and death occurred 13 days later from 
anuria. Autopsy showed that the kidney was en- 
larged and its cut surface presented a yellowish gray 
color. Histologically, there were noted: anemia of 
the glomeruli, cloudy swelling of the tubulae contorti, 
and the presence of hemoglobin and erythrocyte 
cylinders. There was interstitial inflammation and 
round cell infiltration. 

The second patient died 6 hours after the trans- 
fusion of homologous citrated A-1, RH positive 
blood. Hemoglobinuria and a nonprotein nitrogen of 
135 mgm. per cent were the outstanding clinical 
findings. On postmortem examination there were 
noted: cloudy swelling of the tubulae contorti, 
necrosis of the epithelium, and erythrocytes and 
hemoglobin cylinders in large amount. There was 
no evidence of damage to the glomeruli nor to the 
interstitial tissue. 

In both cases, all the conservative methods used in 
Germany were tried, as were infusions of concen- 
trated glucose and sodium bicarbonate solutions, as 
well as cardiac and circulatory stimulants. Surgical 
decapsulation of the kidneys was performed. The 
author discusses the relative values of surgical 
decapsulation and of the artificial kidney as used in 
the United States, as there is no artificial kidney 
available in Germany at the present time. Surgeons 
are accustomed to performing the decapsulation 
operation as early as possible in order to re-establish 
excretory kidney function and thereby save life. 

It is believed that these 2 patients could possibly 
have been saved by earlier surgical intervention. 

Orto Weiss, M.D. 


The Relationship Between Renal Calculi and the 
Pathology of the Urethral and Bladder Neck 
(Sur la signification des calculs rénaux et sur leur 
cause basse uréthro-cervico-vésicale). R. CouveE- 
LAIRE and J. Leca. J. urol. méd., Par., 1952, 58: 466. 


In a recent analysis of 115 cases of renal lithiasis 
the authors found 49 examples of calculus ‘“d’or- 
ganisme” and 45 examples of calculus “‘d’organe.” In 
29 patients the type of calculus could not be classi- 
fied either as a calculus associated with the kidney or 
with the minute renal structure. Of the 45 exam- 
ples of stones found within the kidney, 12, were asso- 
ciated with pathological conditions of the posterior 
urethra, vesicle neck, or bladder. While the number 
of observations of renal calculus associated with 
pathological conditions of the lower urinary tract 
does not reflect the exact number of times the two 
conditions exist together, the fact remains that the 
number of cases of this type are too numerous to be 
theoretically neglected. 

It is not advisable to propose a lumbotomy for the 
removal of the renal calculus or to refuse the operation 
without an attempt to determine the essential cause 
for the stone, whether it is due to faulty drainage of 
the kidney or to a disease of the kidney itself. 

The renal calculus is “brother” to the bladder 
stone, for both are usually found when there is ob- 
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struction to the passage of urine, and they tend to 
recur when the faulty drainage is not corrected. 

In 45 cases of renal calculus there was narrowing 
of the pelvic junction due to aberrant vessels in 16 
cases, and partial stenosis of the ureter at the pyelo- 
ureteral junction in 3 cases and at the lumbar ureter 
in 4 cases. Stenosis of the infundibulum of the calyx 
was present in 2 cases, an inflammatory periureteral 
reaction in 3 cases, a renal malformation in 4 cases, 
kidney disturbances following nephrectomy in 2 
cases, and following cutaneous ureterostomy in 2 
cases, tubercular cystitis in 4 cases, contracture of 
the bladder neck in 5 cases, rupture of the mem- 
branous urethra in 2 cases, and exstrophy of the 
bladder in 1 case. 

The analysis of these cases suggests that the cause 
of the renal calculus is an obstruction to the free 
passage of urine. Removal of the calculus can be 
done, but the cure is not permanent unless the ob- 
struction is also relieved. The latter can be done by 
a number of procedures, such as section of the blood 
vessels constricting the renal pelvis, pyeloplasty, and 
re-formation of the ureteropelvic junction over 
splinting catheters. At times it is well to do a caliec- 
tomy or a partial nephrectomy rather than leave a 
portion of a kidney badly damaged by the calculus. 

A calculus of the kidney proper is one that is found 
because of disturbance or pathology within the kid- 
ney structure and not one due to an obstructive 
uropathy. It is in this type of case that surgery may 
remove the stone, but the situation is aggravated by 
operation without cure of the patient. At times the 
stone becomes quite large, and then one doubts the 
wisdom of surgical intervention. Two types of renal 
calculi have responded to surgery—that due to hyper- 
parathyroidism and that associated with osseous de- 
calcification. 

There are other calculi due to metabolic disorders 
that must also be considered from an etiological 
standpoint. The authors found 9 cases of renal cal- 
culi associated with a long period of immobilization 
imposed because of tuberculous osteoarthritis. Oc- 
casionally, renal calculi are associated with osseous 
lesions. A case is cited to illustrate that a cure was 
obtained 61% years after the bilateral removal of 
renal calculi associated with immobilization that was 
done for multiple fractures. The hypercalcinuria was 
not a contraindication to surgery in this case, but 
rather a surgical indication in order to prevent irrep- 
arable renal damage and to terminate the calculus- 
forming cycle. 

Renal calculi can be associated with vesicoureteral 
reflux. The formation of renal calculi due to ureteral 
reflux is not a new idea, having been advanced first 
by Lepoutre in 1926. The removal of the renal cal- 
culus does not prevent the formation of other stones 
if the condition of the lower urinary tract is not 
recognized and treated. In the author’s series of 
cases they found vesicoureteral reflux as the cause of 
renal calculi in 4 cases of tubercular cystitis; in 5 
cases of contracture of the vesicle neck in man; in 2 
cases of traumatic rupture of the posterior urethra; 
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and in 1 case of vesical exstrophy. In 12 cases, in 
spite of very different etiology, there were three 
factors in common: (1) the stones were all large, 
usually staghorn in type and filling the entire renal 
pelvis, (2) there was always vesical ureteral reflux, 
and (3) some congenital malformation. In 11 of the 
12 cases the calculus formation was accidentally dis- 
covered. In 6 of these patients there were scars of 
pyelolithotomies and rapid recurrences of stone. In 
4 cases of genitourinary tuberculosis all of the pa- 
tients had a large calculus and all had vesicorenal 
reflux which was unrecognized before retrograde 
cystograms were made, and all were associated with 
a bilateral refractory pyuria. Two of the patients 
had severe bladder symptoms associated with a small 
contracted bladder, and 2 of the patients presented 
lumbar pain with high fever without cystitis and 
without decrease in the bladder capacity. 

The authors concluded that at times renal calculi 
are associated with pathology of the lower urinary 
tract. When a renal calculus is associated with blad- 
der symptoms and azotemia that is not explained by 
the status of the other kidney, it is well to search, 
for the cause may be due to a vesicorenal reflux. 
Recurrent kidney stones are often found because the 
pathological condition of the lower urinary tract re- 
mains unrecognized and untreated. A cure for renal 
calculi depends not only upon the removal of the 
stone but treatment of the condition at the bladder 
neck, and at times increasing the size of the bladder 
as in cases of contracted bladders due to tubercular 
cystitis. Conran A. KueEun, M.D. 


Tumors of the Renal Pelvis. CHartes C. Hiccins. 
Ann. Surg., 1953, 137: 195. 

The author reviews 47 cases of tumors of the renal 
pelvis observed at the Cleveland Clinic. These tum- 
ors comprised 8.19 per cent of all the kidney tumors. 
This is in agreement with the general statistics 
which indicate a 5 to 10 per cent frequency. 

On the basis of Ewing’s classification, 7 tumors 
were found to be squamous cell carcinomas, 8 were 
benign papillomas, and 32 were papillary carcin- 
omas. There was a greater incidence in men. There is 
not sufficient coincidence to conclude that there is 
an association of the papillary growths with infection 
and calculi. Many investigators have, however, ob- 
served a striking relation between renal calculi and 
squamous cell carcinoma. Three of the 7 patients in 
this series showed coexisting calculi. In cases of 
papillary tumors of the pelvis, there may also be 
involvement of the ureter and bladder. These may 
be due to implants from the pelvis, spread by lym- 
phatics, or the result of multiple foci of tumor 
growth. Of 32 cases of papillary carcinoma, 13 did 
not show involvement of ureter or bladder. In none 
of the 7 cases of squamous cell carcinoma of the 
pelvis was there involvement of the lower tracts. 

The most common symptom in this group was 
hematuria, which was painless unless accompanied 
by infection or passage of clots. Urinary bladder 
symptoms were present in more than half of the 
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cases. A pain usually described as dull, aching, and 
boring, with a heavy uncomfortable feeling unaffect- 
ed by posture, position, or effort was also a common 
finding. Because of the close association of the 
autonomic nervous systems of the kidney and bowel, 
gastrointestinal symptoms of an atypical nature oc- 
curred and obscured the diagnosis. Loss of weight is 
a late manifestation frequently coming on after 
metastasis. 

For diagnosis, retrograde pyelography is superior. 
Differentiation of a filling defect from a nonopaque 
stone or blood clot is essential. Other conditions to 
rule out are incomplete filling, parenchymal tumors 
invading the pelvis, and cystic changes in the pelvis 
and ureter. In 2 cases the diagnosis was made by ex- 
amination of the urinary sediment. 

Unless widespread metastasis is demonstrable, a 
renal tumor warrants surgical intervention. In 
papillary carcinoma of the pelvis, the inherent na- 
ture with coexisting involvement of the ureter and 
bladder in the vicinity of the ureteral orifice makes 
it necessary to perform a nephroureterectomy and 
segmental resection of the bladder. The renal vein 
should be ligated close to the vena cava because of 
its possible involvement. Perirenal fat should be 
removed as completely as possible if it seems in- 
vaded. Nephrectomy suffices for squamous cell car- 
cinoma, although the prognosis is grave. 

Tables are presented indicating tumor types, de- 
grees of involvement, treatment, the types of sur- 
gery, and the end results. More than half of the 
patients had nephroureterectomy and segmental re- 
section of the bladder, some with the addition of 
roentgen therapy. In other cases in the presence of 
contraindications not permitting a procedure of this 
magnitude, nephrectomy alone, nephrectomy plus 
roentgen therapy, or exploration biopsy was per- 
formed. The conclusions bear out the opinion that 
nephroureterectomy plus segmental bladder resec- 
tion is the surgical procedure of choice. The prog- 
nosis is more favorable in the absence of involve- 
ment of the renal veins, the perineural lymphatics, 
and of the ureter and bladder. 

ALLAN K. Swersir, M.D. 


Renal Neoplasms: An Enigma and a Challenge. 
C. L. Deminc. J. Urol., Balt., 1953, 69: 1. 


The author classifies renal tumors on a basis of 
tissue origin and biologic behavior. 

The hypernephroma is classified as congenitally 
misplaced suprarenal tissue. It is found primarily 
in the sixth decade of life and is the only neoplasm 
commonly found in polycystic kidney disease. The 
“nephroma” or Wilms’ tumor occurs frequently in 
children and is probably embryonic in origin. The 
neurogenic tumors are derived from the neurogenic 
anlage; they used to be called sarcomas. They are 
usually close to the kidney pelvis. Sarcomas usually 
arise from the structures adjacent to the pelvis or 
capsule. Carcinomas of the cortex are seen at all 
ages and are divided into embryonic and adult types. 
The behavior is much like the behavior of adenocar- 
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Fig. 1 (Weber). Remainder of kidney pelvis after resec- 
tion of the hydronephrosis sac and incision of the stenosis 
of the ureter neck. R=location of the resection of the kid- 
ney pelvis. St.=gaping stenosis of the ureter neck. NB= 
Remainder of kidney pelvis. D=triangular flap. Sp.= tip 


cinomas elsewhere in the body. The papillary tum- 
ors may arise from the kidney pelvis or cortex. For 
this type of tumor, the author advises complete 
nephroureterectomy, including a portion of the 
bladder. 

Metastases from all types of renal neoplasms may 
occur very slowly. The reason for such long-delayed 
growth is as yet unknown; even instances of spon- 
taneous disappearance of lung metastases have been 
reported. 

Radiation therapy as a primary treatment is not 
recommended by the author. Secondary irradiation, 
or the use of radiation to stop bleeding or as a pallia- 
tive measure may be of value, but the response of 
the various types of tumors varies greatly. 

The treatment of malignant disease still is nephrec- 
tomy. Various approaches have been suggested, in- 
cluding the transthoracic technique of Chute, or the 
dorsolumbar approach of Nagamatsu. It seems un- 
necessary to resect the periaortic lymph nodes in 
those tumors which ordinarily occur through the 
venous blood stream. 

The author has followed 132 consecutive cases of 
renal tumor completely to the date of this article or 
to the time of death. In this series malignancy was 
controlled in 9.0 per cent of the patients. A 5 or 10 
year follow-up is of little true value in renal neo- 
plasms. The greatest danger in this serious disease is 
procrastination in the treatment of urinary bleeding. 
Deming suggests the use of radioisotopes in the 
diagnosis of renal tumors. 

NaTHAN RosENBLOOM, M.D. 


Late Results from Plastic Operations of the Kidney 
Pelvis (Dauerresultate bei Nierenbeckenplastiken). 
HERBERT F. J. WEBER. Zschr. Urol., 1952, 45: 729. 


The author discusses the indications and contrain- 
dications for nephrectomy in hydronephrosis and 











of triangular flap. 
Fig. 2. After suture of the kidney pelvis and suture of 
the triangular flap into the originally stenosed ureter neck. 
N=suture of the kidney pelvis. D=triangular flap. 
Sp.=tip of the triangular flap. 


states that patients in whom the hydronephrosis is 
due to stenosis of the ureteral neck can be cured per- 
manently by plastic operations. He describes the 
technique he uses and reports in detail 5 cases in 
which marked hydronephrosis was cured perma- 
nently by his method. All of the cases were followed 
up for at least 3 years after the operation. 

An oval-shaped excision of the hydronephrosis sac 
is performed so that a strip of only 1 cm. remains at 
the anterior and the posterior wall of the kidney 
pelvis. The incision is extended downward through 
the neck of the ureter. Then a triangular flap is 
shaped from the posterior wall of the pelvis, and the 
tip of the flap is sutured to the lowest point of the 
longitudinal incision in the neck. This technique 
has the advantage that the beginning of the ureter is 
more approximated to the lower pole of the kidney 
than is the case in other methods. 

Two drains are inserted at the end of the opera- 
tion, one in the ureter and the other one to drain the 
urine through the wound of the nephrostomy. The 
ureteral drain remains for 8 to 12 days and the 
nephrostomy drain for 14 to 16 days. 

WERNER M. Sotmitz, M.D. 


Retrocaval Ureter (Ureter retrocaval). ENRIQUE PEREZ 
Castro and Juan Dfez Yancuas. Arch. espan. urol., 
1952, 8: 183. 

The authors describe the ninth case of retrocaval 
ureter diagnosed premortem in the world. This is 
also the first such case to be described in the Spanish 
literature. 

The patient was a woman of 32 years with a his- 
tory of left lumbar pain radiating downward and for- 
ward, which was increased by recumbency. The left 
kidney was palpable, enlarged in size, mobile, and 
tender. Ascending pyelography showed a semiro- 
tated left kidney with the ureter forming an arc in 
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front of the vertebral column. There was a mod- 
erate pelvic hydronephrosis. There was no hydro- 
nephrosis on the right side; however, insufficient fill- 
ing of the inferior and middle calyces was noted; the 
ureter had a typical spiral course, the spiral being in 
front of the fourth lumbar vertebra. A left neph- 
roptosis with abnormal inferior polar vessel and a 
right retrocaval ureter with a possible tumor or cyst 
of the lower renal pole was diagnosed. 

The patient was operated upon on the right side 
first and later on the left side. On both sides aber- 
rant inferior polar vessels were encountered and were 
sectioned. On the right side the ureter was found to 
be retrocaval at the level of the fourth lumbar 
vertebra. 

The authors reviewed the existing literature, 55 
cases having been reported to date. Of these, 17 have 
been diagnosed preoperatively. 

In the vertebrates there are two paired venous 
trunks, the supracardinals and the cardinals, during 
fetal life. The ureters lie behind the cardinals and in 
front of the supracardinals. The right supracardinal 
remains as the inferior vena cava while all the other 
veins disappear normally. The persistence of these 
venous trunks in adult life gives rise to aberrant re- 
lationships between the ureter and the adjacent veins. 

The symptomatology is very variable, from typical 
attacks of renal colic to mild discomfort on the af- 
fected side. The characteristic diagnostic test is the 
displacement, on roentgenography, of a ureteric 
sound toward the vertebral column and its course 
around the vena cava. 
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Fig. 1 (Castro, Yanguas). Left, Showing the spiral 
course of the right ureter in the region of the fourth lumbar 
vertebra. 

Fig. 2. Above, Diagrammatic sketch of the ureters and 
the primary venous trunks. 


On the assumption that hydronephrosis is an in- 
variable complication, nephrectomy on the affected 
side has been advocated. However, of 55 cases re- 
viewed in this article, only 20 revealed hydronephro- 
sis, and this condition was found in only 2 of 21 cases 
diagnosed postmortem. The authors therefore sug- 
gest that there cannot be any set rules for treat- 
ment and management, each case deserving individual 
attention. Ranes C. CHAKRAVORTY, M.B.B.S. 


Retrocaval Ureter (L’ Uretere rétro-cave). A. Durour 
and P. SesBot£. J. urol. méd., Par., 1952, 58: 433. 


The first case of retrocaval ureter was discovered 
at autopsy by Hochstetter in 1893. By 1935 10 post- 
mortem cases had been reported. In 1935 the first 
case discovered in a living patient was reported by 
Kimbrough, and in 5 years 17 cases had been re- 
ported. In 1940 Harrill made the first preoperative 
diagnosis of this condition. During the next 12 years 
28 case reports were published. 

This anomalous position of the ureter has been 
recognized more frequently these latter years by the 
surgeon, and the condition no longer remains in the 
domain of the anatomist and the embryologist. The 
anomaly consists of encirclement of the inferior vena 
cava by the right ureter. The ureter descends along 
the lateral side of the third lumbar vertebra, crossing 
the anterior surface of the vertebral body to the 
medial side and coursing downward along the an- 
terior surface of the vertebral bodies. 

The embryological study of this anomaly shows it 
to be a maldevelopment of the vascular tree and not 
of the ureter. 

The authors describe in detail the embryological 
reason for the formation of the retrocaval ureter. 
The illustrations in the original article are excellent 
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and clearly demonstrate the development of this 
pathological condition. Anyone interested in this 
subject should review these diagrams as they are self- 
explanatory without added description. 

The primary blood supply of the abdomen con- 
sists of two systems of veins, the posterior cardinal 
and the subcardinal veins. The iliac anastomosis of 
the posterior cardinal veins forms a means of return- 
ing the blood when the left posterior cardinal vein 
atrophies. There is also an anastomosis between the 
postcardinal veins which creates the intracardinal 
system of veins. The budding of the ureter from the 
wolfhan duct, finally, along with the formation of the 
renal mass in the caudal region, initiates the forma- 
tion of the kidney and the ureter. 

In this manner, the ureter crosses under the right 
subcardinal vein while atrophy of the left subcardinal 
vein leaves the left ureter to maintain its normal 
position. The uniting of the subcardinal veins pro- 
duces the supracardinal vein, that is, the vena cava, 
when the formative process is completed. Normally, 
the right subcardinal vein atrophies and the right 
ureter is then able to assume its normal position. If 
the embryological segment of the posterior cardinal 
vein persists, the supracardinal vein atrophies, leav- 
ing the right posterior cardinal vein to develop in- 
stead of the vena cava. When this condition takes 
place, the ureter courses behind the abnormally 
formed vena cava, and the condition is known as 
the ‘‘retrocaval ureter.” 

The clinical manifestations of this anomaly had 
two forms. The urological type had pain in 50 of 
100 cases, and in 30 of 100 cases there was renal 
colic. Some of the patients had hematuria, and in 
30 of the 100 cases cystitis was reported. In 25 of 
the 100 cases of the second type of retrocaval ureter 
the distal end of the ureter was abnormally placed in 
the seminal vesicle, and in the remainder it was asso- 
ciated with other malformations of the genitalia. 

The clinical examination was negative unless the 
urine became infected. Thus, the diagnosis rests 
upon the results of the x-ray findings. 

Excretory urograms often give findings that are 
suggestive of the presence of a retrocaval ureter. Al- 
most a constant finding is the existence of a right 
hydronephrosis that is accompanied by dilatation of 
the upper third of the ureter. The ureteropelvic 
junction is occasionally not dilated. The pelvis is en- 
larged and the upper third of the ureter is also di- 
lated, to give a bilobed appearance of the pelvis and 
the ureter. Usually, however, the ureteropelvic junc- 
tion is also dilated. This hydronephrosis seems to be 
terminated abruptly below the third lumbar vertebra 
and the ureter seems to form the figure of an in- 
verted “J”. The middle third of the ureter is usu- 
ally not visualized by means of contrast media. 

The retrograde passage of the catheter demon- 
strates the median course of the ureter in its middle 
third, coursing toward the midline at the level of the 
fifth to the third lumbar vertebra. Lateral and 
oblique pyelograms demonstrate the course of the 
ureter as it lies in its middle third over the bodies 
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of the vertebrae, taking an abrupt lateral turn to its 
normal position at the level of the third lumbar ver- 
tebra. Lateral and oblique views demonstrate the 
course of the ureter as it deviates from the position 
taken by the normal ureter. 

The treatment depends upon the degree of hydro- 
nephrosis that is present, whether the patient has an 
infected urine, whether there is calcification, and the 
age of the patient when the diagnosis is made. 

If the kidney is badly damaged by infection, hydro- 
nephrosis, or stone, and the function is poor, nephrec- 
tomy is the treatment of choice if the patient is not 
young. 

If the condition can be discovered in the younger 
patient and while the kidney is still in good condi- 
tion, conservative surgery may be attempted. This 
consists of section of the ureter as it goes behind the 
vena cava and freeing it from beneath the vena cava 
with anastomosis of its cut ends in its normal posi- 
tion over a splinting catheter. After reconstructive 
surgery on the ureter, it is well to follow the patient’s 
subsequent course, for frequently subsequent stric- 
ture at the site of the anastomosis and dilatation of 
the ureter takes place. 

The diagnosis of retrocaval ureter is simple and 
easy if this embryological anomaly is kept in mind. 
When the diagnosis is made sufficiently early it is 
possible to perform plastic surgery that can save the 
kidney. Conrap A. KuEHN M.D. 


The Vascularization and Healing of the Trans- 
planted Ureter in Dogs. RALPH SHACKMAN, OWEN 
DANIEL, AND BERNARD LENNOX. Brit. J. Urol., 
1952, 24: 323. 

Experiments with dogs were designed to evaluate 
healing processes, especially circulation, after trans- 
plantation of the ureters to the sigmoid by the one- 
stage, Coffey I technique. 

After successful ureterosigmoidostomies, groups of 
dogs were subjected to various procedures, as fol- 
lows: group I were treated by isolation of the pelvic 
colon from its blood supply and injection of barium 
gelatine via the thoracic aorta into the renal arteries 
to ensure filling the ureteric vessels only from above; 
group II, ligation and division of the renal arteries 
and injection of barium gelatine via the thoracic 
aorta into the intact vessels of the colon to ensure 
filling of ureteric vessels only from below; group 3, 
injection of barium gelatine via the thoracic aorta 
into both the renal and the colonic vessels; group 
4 were given the same treatment as the dogs in 
group I, but India ink was substituted for the 
barium; group 5 were treated the same as the 
animals in group 2, but India ink was used instead 
of barium. 

The injections were made at various times after 
operation and the specimens were studied roentgeno- 
graphically and histologically. Capillary anastomo- 
sis developed between the vascular system of the 
colon and that of the transplanted portion of the 
ureter by the seventh postoperative day and this 
progressed to the arterial level by the ninth week. 
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Proximal thrombosis in the divided ureteric ves- 
sels proved to be only minute and not extensive 
enough to produce even microscopic necrosis. 

The authors concluded further that nutrition of 
the implanted portion of the ureter is primarily a 
function of the ureteric and not the colonic vessels, 
that firm union between ureter and bowel is present 
by the second postoperative week, and that epithel- 


ization of the ureteric papilla was incomplete up to 


9 weeks after operation. Ormonp S. Cutp, M.D. 


Electrolyte Imbalance Following Ureterointestinal 
Anastomosis. THORWALD BERGLIN and WILLY 
MATHISEN. Acta. chir. scand., 1952, 104: 130. 


The authors have examined the postoperative 
results in 31 patients with ureterointestinal anas- 
tomosis. Clinically, all of these patients showed a 
polydipsia and polyuria; lack of fluid intake caused 
lethargy and discomfort. The electrolyte changes 
which occur vary in intensity in different patients 
and even in the same patients; the problem is pri- 
marily that of hyperchloremia and acidosis. The 
authors show, rather strikingly, that the electrolyte 
imbalance is due to increased pressure in the ureter 
and pelvis from the intestinal pressure. This leads 
to damage of tubular function as well as a lessened 
glomerular filtration rate. The excretion of sodium 
and chlorides is diminished and there is also a 
lessened reabsorption from the damaged tubules. 

The tubular damage also causes defective absorp- 
tion of bicarbonate in the proximal tubules. When 
the bicarbonate absorption is diminished, the phos- 
phate excretion is increased and a hypophosphatemia 
results. Damage to the tubules also causes a de- 
creased reabsorption of water; polyuria and dehy- 
dration occur. The carbonic anhydrase mechanism 
is similarly disturbed. 

It was shown by the authors, both on patients and 
animals, that the electrolyte effects are reversible if 
the intestinal pressure is diminished by a rectal 
tube. Even dilatation of the urinary tract de- 
creases with lessened intestinal pressure. It is be- 
lieved that the theory of selective chloride re- 
absorption from the colon plays no significant part in 
this electrolyte imbalance. 

Prophylactically the patients are advised to limit 
salt intake, increase fluid consumption, and evacuate 
often. If the renal symptoms are serious, a rectal 
catheter should be left in during the night. , 

NATHAN RosENBLOOM, M.D. 


BLADDER, URETHRA, AND PENIS 


New Concept of Vesical Innervation. Lowrain E. 
McCrea and Donatp L. Kimmet. Arch. Surg., 
1953, 66: 84. 

The authors believe that vesical dysfunction fol- 
lowing abdominoperineal proctosigmoidectomy is of 
neurogenic origin and not based on mechanical or 
obstructive conditions. 

The usually described innervation of the bladder 
arises from three sources. The somatic innervation, 
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arising from the third and fourth sacral nerves, is 
distributed to the striated external urethral sphinc- 
ter. The sympathetic fibers to the bladder, arising 
from the thoracolumbar outflow, concentrate in the 
presacral nerve which divides into the hypogastric 
nerves at the sacral promontory. These then go on 
to join the pelvic plexus. Also running through the 
pelvic plexus, which lies on the lateral surface of the 
rectum, are fibers from the parasympathetic arising 
from sacral segments 2, 3, and 4. Injury to the 
pelvic plexus in certain types of pelvic surgery 
would leave the bladder without innervation and 
without stimulation to cause emptying unless a 
nerve supply existed which was accessory to that 
passing through the pelvic plexus and which also 
was distributed to the bladder. 

Demonstration of an accessory nerve supply to 
the bladder was accomplished by the study of 
human fetuses, further substantiated by gross dis- 
sections of stillborn infants and of adults. These 
nerves are given off from the second, third, and fourth 
sacral roots and course in the endopelvic fascia in a 
perivascular position along the veins on the lateral 
walls of the pelvis to enter the bladder at the level 
of the insertions of the ureters. The pattern of dis- 
tribution of these newly described nerves overlaps 
the distribution of the fibers which reach the bladder 
through the pelvic plexus. When the posterior por- 
tion of the pelvic plexus is disrupted in surgical 
procedures, the accessory nerves take over the func- 
tion of innervation. Temporary vesical atonia is 
considered to be due to traction on, or trauma to, the 
nerve fibers coursing along the perivascular route 
after disruption of the nerve fibers passing through 
the pelvic plexus. Permanent veiscal atonia would 
occur after severance of all the nerves to the urinary 
bladder but would be of unusual occurrence. It is 
suggested that the incidence of vesical atonia would 
be less if sharp dissection as near the bowel as pos- 
sible were done in freeing the rectum. 

The article is well supplied with photomicrographs 
of pelvic sections of embryos and illustrations of 
gross dissections of adults demonstrating both nerve 
supplies of the bladder. Attan K. Swersiez, M.D. 


GENITAL ORGANS 


Changes in the Tissue of Prostatic Cancer after 
Treatment with Female Sex Hormone (Ueber 
Veraenderungen des Prostatakarzinomgewebes durch 
Behandlung mit weblichem Keimdruesenhormon). 
Rosert Hevscu. Zschr. Urol., 1952, 45: 617. 


Cancer of the prostate is a rare disease before the 
age of 50 years. Its highest incidence occurs in the 
ninth decade. The increase of its incidence during 
the past 20 years is based on the increase of life ex- 
pectancy. From 15 to 20 per cent of all males com- 
ing to autopsy had cancer of the prostate. Sex hor- 
mones play a definite réle in the treatment of this 
cancer. The manner in which the hormones act, 
however, is but incompletely understood at this 
time. Cancer of the prostate gland does not exist 
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among eunuchs (Garré-Stich-Bauer.) Also, its ap- 
pearance coincides with the male climacteric. Thirty 
per cent of all males over 40 years of age have cancer 
of the prostate, according to Walthard. Huggins 
thinks that from g to 17 per cent of all males more 
than 50 years of age is the correct incidence. 

Relationships between the sex hormones and can- 
cer of the prostate have been recognized since 1893 
when White, in Philadelphia, treated cancer of the 
prostate gland by total castration. Natural and 
synthetic hormones were used and have secured a 
place in therapy. There is, however, a discrepancy 
between the clinical picture and the histologic 
findings. Whereas female sex hormones have a defi- 
nite value from a clinical standpoint, histological 
studies have failed to prove significant changes in the 
neoplastic tissue. 

Eight patients with various types of cancer of the 
prostate were treated with massive doses of female 
sex hormone (165 mgm. of cyren) over a prolonged 
period of time (5 weeks) for the suppression of an- 
drogenic substances. Prostatic tissue was then ob- 
tained by electroresection at different times. In 
none of these cases was it possible to prove complete 
disappearance of the cancer tissue. Clinically, the 
patient seemed to be benefited. Absence of signs of 
degeneration of the cancer tissue, vacuolization, 
nuclear pyknosis, and a decreased tendency toward 
infiltration of the growths were noted in some cases. 
Other cases, however, failed to show any evidence of 
involution or changes in the vitality or growth of the 
cancer elements. All specimens showed characteristic 
polymorphism, numerous mitoses, and a tendency 
toward infiltrative spread. Simultaneous hemato- 
logic studies showed an increase of hemoglobin, dis- 
appearance of the left shift, reduced leucocytoses, 
and normalization of the nonprotein nitrogen values 
after hormone therapy. In none of the cases did the 
condition become worse. Improvement was the 
clinical finding. Orro Weiss, M.D. 


Total Adrenalectomy for Reactivated Carcinoma of 
the Prostate. J. HARTWELL HARRISON, GEORGE W. 
THORN, and DALTON JENKINS. N. England J. M., 
1953, 248: 86. 

Subsequent reactivation of cancer of the prostate 
after inhibition by orchiectomy and administration 
of estrogens has been a challenging aspect of the 
course of the disease. On the assumption that andro- 
gens are an activating factor in the growth of pros- 
tatic cancer, Huggins and Scott attempted further 
elimination of androgens by total adrenalectomy. 
The recent availability of cortisone has made sur- 
vival and active existence possible in the absence 
of the adrenal glands. 

The authors describe the studies and early clinical 
course of 7 patients subjected to total adrenalectomy 
for cancer of the prostate; all of them suffered from 
reactivated carcinoma with recurrent regional and 
metastatic disease in spite of previous orchiectomy 
and continuous estrogen therapy for 6 months to 5 
years. Six had extensive osseous metastases with 
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unremitting pain, and in 5 of these pain was com- 
pletely relieved shortly after total adrenalectomy; 
the improvement persisted after the cortisone dosage 
had been reduced to maintenance levels, the patients 
gained strength, mobility, and physical activity, and 
appetite improved. 

Huggins has emphasized the sudden relief of pain 
after total adrenalectomy as the most striking result 
of this therapy. After the operation, estrogens have 
been continued. Objectively, the serum acid phos- 
phatase diminished, there was decrease in the size of 
soft tissue masses, relief of urinary obstruction, and 
roentgenographic evidence of healing of osseous 
metastases even after pathologic fracture. Sig- 
nificant reductions, but not complete elimination of 
biologic androgens in the urine, were observed. 
Androgens were still demonstrable in the urine when 
cortisone had been stopped for 5 days. Androgen 
and 17-ketosteroid excretion were both increased 
when doses of 100 to 300 mgm. of cortisone acetate or 
hydrocortisone were administered to the orchiecto- 
mized and adrenalectomized patient. . 

Davin RosENnBLoom, M.D. 


Treatment of Testis Tumors Based on Their Patho- 
logical Behavior. W. F. LEADBETTER. J. Am. M. 
ASS., 1953, 151: 275. : 

Any firmness, irregularity, or enlargement of the 
testis proper should be considered a tumor until 
proved otherwise. A hydrocele of short duration 
which prevents accurate testis palpation should be 
aspirated. Surgical exposure should be performed 
promptly for questionable lesions. Exploration 
should be done through a groin incision and rapid 
section tissue study must be done if gross diagnosis 
cannot be made. The excised specimen should be 
studied in order to formulate a plan for further 
treatment. This depends upon the pathologic 
diagnosis, general condition of the patient, absence, 
or probable or actual presence of metastases, and 
their location and distribution. One may decide 
among the following therapies: observation, deep 
roentgen therapy, radical retroperitoneal node dis- 
section (if no metastases above the diaphragm are 
demonstrated), or radical retroperitoneal gland dis- 
section followed by deep roentgen therapy. 

Treatment of testis tumors must be based upon 
the following conditions: (1) intrinsic pathologic 
characteristics, (2) usual pathways of metastasis, 
(3) response to deep roentgen therapy, (4) likelihood 
of eradication of retroperitoneal lymph gland meta- 
stasis by surgery, and (5) the possibility of hormonal 
control or use of anticancer drugs. 

Testis tumors, except chorioepitheliomas, usually 
metastasize via the lymphatics that pass upward 
from the testis through the spermatic cord to 
primary lymph nodes. On the right side they are 
located in relation to the vena cava where the 
spermatic cord joins the cava. On the left side they 
are located in relation to the aorta at the level of the 
renal pedicle. However, unilateral retroperitoneal 
gland dissection may be inadequate since bilateral 
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lymph node involvement is known after discovery 
of unilateral disease. A curé by surgical methods 
requires bilateral retroperitoneal gland dissection 
begun at a level above the renal pedicle and pro- 
ceeding downward to the femoral canal. Deep 
roentgen therapy is most effective for seminoma; 
embryonal carcinoma does not respond so well, and 
chorioepithelioma does not respond at all. Teratocar- 
cinoma is resistant to radiation. Retroperitoneal 
gland dissection is the best method of treatment for 
tumors that are expected to be radioresistant, 
especially if there are no demonstrable metastases. 
On the left side, all the fat and fascia about the 
kidney are removed, and all glands about the renal 
pedicle from the anterior and lateral surfaces of the 
aorta and in the pelvis, from about the iliac vessels, 
are dissected. Dissection from the right side allows 
removal of tissues around the renal pedicle, the 
pericaval and interaortocaval glands, but does not 
allow dissection of glands on or lateral to the aorta. 
Patients should be followed indefinitely, but the 
author believes that if patients live between 2 and 3 
years the majority probably are cured. Physical 
examination, chest roentgenography, and occasional 
excretory urograms may show early evidence of 
recurrence. Davip RosENBLOoM, M.D. 


MISCELLANEOUS 


Rhabdomyomatous Tumors of the Urinary Bladder 
and Prostate. W. J. Hansury. J. Path. Bact., 
Lond., 1952, 64: 763. 

The author reviews the literature of rhabdomyo- 
matous tumors of the urinary bladder and prostate 
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and, in addition to the 47 cases previously reported, 
adds 5 further cases; 3 of these date from the last 
century (the oldest having been first described in 
1851), since all 5 specimens were found in the museum 
of St. Bartholomew’s Hospital. It was found pos- 
sible to demonstrate striated tumor cells by staining 
with Heidenhain’s iron hematoxylin. 

All 5 cases occurred in children of the first decade, 
2 of them being under 2 years of age. There are two 
distinct forms of rhabdomyomatous tumors, one a 
coarsely lobulated polypoid growth with many 
bulbous processes suspended from a common stalk, 
the other a mushroom-shaped tumor with a broad 
stalk. While cross striations are present in the for- 
mer, they are generally lacking in the latter. Micro- 
scopically, the intravesical polypoid tumors consist 
of abundant undifferentiated cellular or myxomalike 
tissue, in which are scattered fairly well differentiated 
striated muscle fibers or their cellular precursors. 
The extravesical and prostatic tumors are more 
cellular and pleomorphic. The majority of the 
vesical tumors arise from the trigone or lower part 
of the bladder and some arise partly from or project 
into the prostatic urethra; this accounts for the 
usual obstruction at the ureteral orifices or the 
urethra. 

These tumors are variable in their rate of growth 
and in the degree of their differentiation and malig- 
nancy; they should be regarded as malignant 
because of the strong tendency to local recurrence 
although metastases are unusual. The prognosis is 
poor because of their location, and urinary infection 
and obstruction are common. 

Davi RosENBLOOM, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Problem of Painful Shoulder. Marx B. Coventry. 
J. Am. M. Ass., 1953, 151: 170. 


The term “periarthritis” is defined as pain and 
stiffness in the shoulder. Three degrees of periarthri- 
tis are recognized: (1) pain with minimal stiffness, 
(2) pain with marked stiffness (‘‘frozen shoulder’’), 
and (3) the “shoulder-hand” syndrome. 

The author develops his thesis that periarthritis is 
initiated by pain in the shoulder of whatever cause, 
but for the entity to develop, additional factors of 
disuse and a “periarthritic personality” must also be 
present. 

The causes of pain in the shoulder are myriad. 
They include (1) degeneration of the musculoten- 
dinous cuff and long head of the biceps with and 
without calcereous deposits, or partial cuff tears, 
(2) occupational factors which overload the shoul- 
der, (3) immobilization of the shoulder because of 
other ailments, e.g., Colles’s fracture or mastectomy, 
(4) irritation of a cervical nerve root, (5) referred 
pain from the heart and abdominal viscera, and 
other causes. 

Persons of a certain personality type are prone to 
develop periarthritis. Features of this ‘‘periarthritic 
personality” are passivity, apathy, poor pain toler- 
ance, and dependency, coupled with muscular tense- 
ness and hyperirritability. The patient is in a state of 
“poised indecisiveness’, through which he readily 
enters into a state of disuse. 

Disuse is the final factor leading to periarthritis 
and the basic cause of the manifest disease. The 
“disuse state” is felt to be an abnormal vasomotor 
phenomenon, also known as reflex sympathetic dys- 
trophy, the extent of which determines whether the 
periarthritis develops in mild form restricted to the 
shoulder or progresses to the full-blown “shoulder- 
hand” syndrome. Fibrotic soft tissue changes are 
secondary to the vasomotor dystrophy. 

Since disuse is the basic cause of the disease, treat- 
ment is logically directed toward overcoming this 
factor, but the “periarthritic personality” hinders 
efforts to make the patient use the arm. There are 
some factors and methods which facilitate use. The 
“will to recover,” through which the patient’s desire 
to get well overcomes his passivity, may lead him to 
use the arm despite pain. There is frequently a .ten- 
dency toward spontaneous recovery. Analgesic med- 
ications, especially salicylates, should be used freely, 
but narcotics must be avoided. Of the physicomedi- 
cal methods, appropriate supervised active exercises 
are most useful. Cortisone may be employed when 
a trial of other measures has proved ineffective; it 
often decreases pain markedly, facilitating use. 
Dosage starts at 75 mgm. a day orally, and is re- 
duced when the pain subsides (in 1 to 3 weeks) to 


50 mgm., then to 25 mgm., the treatment period 
being limited to 5 weeks or less. Exercises and the 
use of the arm must be continued throughout the 
course of cortisone and thereafter. 

Surgical measures include local anesthetization of 
trigger points, stellate ganglion block, and careful 
manipulation without anesthesia when clinical cir- 
cumstances warrant these measures. Procedures of 
greater magnitude, such as excision of the acromion, 
should be deferred until considerable freedom of 
shoulder motion has been regained, as their employ- 
ment earlier may aggravate the periarthritis. 

When the original painful stimulus is extrinsic, as 
from the viscera, proper treatment for the responsi- 
ble lesion must of course be provided. Psychother- 
apy of everyday type, with sympathy, encourage- 
ment, and assurance, should be practiced routinely. 
Occasionally patients may require formal psychiatric 
care. Cares T. RypEr, M.D. 


Scapulohumeral Periarthritis. Supraspinatus and 
Biceps Brachii Syndromes (Peri-artrite escapulo- 
umeral. Sindromes do supra-espinhoso e do longo 
biceps). Mauricio Ietpo. Bol. Centr. estud. hosp., 
Rio, 1952, 4: 109. 

The author presents an anatomical and physio- 
pathological study of the scapulohumeral articula- 
tion and its periarticular lesions. 

Scapulohumeral arthritis is relatively rare (rheu- 
matoid arthritis, hypertrophic arthritis, tuberculous 
arthritis, rheumatic fever, septic arthritis) as com- 
pared to scapulohumeral periarthritis which is the 
most common affection of the shoulder. Among 
typical cases, the classical syndrome of supraspina- 
tus tendonitis differs from the classical syndrome of 
bicipital tenosynovitis (each with its own treat- 
ment), admitting that in the majority of cases, in 
view of the anatomical complexity of the region, 
the diagnosis of scapulohumeral periarthritis should 
suffice. 

The abduction of the arm is the function of the 
deltoid and supraspinatus muscles. The supraspina- 
tus initiates the abduction of the arm and has a 
functional overload which requires intense vascular- 
ization; a deficit of this vascularization gives rise to 
an early degenerative process of the supraspinatus 
tendon. 

The blood calcium level is normal. There is no 
relation whatsoever between the calcium metabol- 
ism and scapulohumeral periarthritis, since there 
are cases of periarthritis without calcification which 
are as painful as those with calcification—the cal- 
cium not being the cause but the consequence. 
Likewise, the focal infection is not related to the dis- 
ease; it is purely a local disease, conditioned to a 
mechanicoarticular or, better, a periarticular prob- 
lem. The origin of the disease is found in two pro- 
cesses: (a) one which is degenerative, irreparable, 
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and incurable by nature, and (b) the other, inflam- 
matory, reversible, and curable by nature. 

From the histological point of view, there is a 
tendinous degeneration with hyalinization, loss of 
or fibrous character, and a decrease in connective 
cells. 

It is customary to classify scapulohumeral peri- 
arthritis into three types: the acute, subacute, and 
chronic, although the classification of De Seze, 
Ryckwaert, and Robin is more useful. According to 
these authors, the disease goes through three phases. 
In the first phase of simple painful shoulder, affect- 
ing 23 per cent of the patients according to statistics 
of the Physiotherapy Service, there is no limitation 
of movement; there is pain, but only in certain posi- 
tions caused by the compression of the subacrom- 
ium-deltoid pouch, which is increased in volume, 
and it is impossible to sleep in certain-positions. The 
sign of Dambaru is positive and is characterized by 
pain when raising the arm to a certain angle of 
abduction. Once this critical angle has been reached, 
the movements above this point are painless. The 
second phase concerns the acutely painful shoulder. 
Its incidence is 62 per cent. There is harsh, intense, 
and intolerable pain, approaching paroxysm. The 
patient complains of pain never experienced before, 
which is more severe at night, particularly when the 
bicipital groove is palpated. The blocking of the 
movements of abduction is very painful. This is a 
spasmodic, functional block. The most painful and 
limited movement is that of abduction. The third 
phase represents the blocked shoulder. There is 
mechanical blocking, depending on a fibrous ankylo- 
sis of the second articulation of the scapula. The 
abductor muscles of the arm are not contracted. The 
incidence of “frozen shoulder” is 17 per cent, and 
occurs more frequently in persons between 40 and 60 
years of age, and is marked by certain cardiovascular, 
pulmonary, and metabolic affections. Concerning 
its pathogenesis, De Palma concludes that a bicipital 
tenosynovitis is present in the majority of cases. 
Codman is of the opinion that the supraspinatus 
tendon does not cause the lesion. 

The author studied the various treatments of the 
affection. In the case of simple painful shoulder, he 
recommends simple rest with regard to articulation, 
improvement in the vascularization and nutrition of 
the periarticular tissues with the use of heat given 
locally, particularly short wave therapy, and infil- 
tration of the stellar ganglion. When a calcium de- 
posit impedes the abductive movement, resection of 
the deposit or amputation of the acromion is recom- 
mended; radiotherapy should be tried first, however. 

For the acutely painful shoulder, the author be- 
lieves that the best method of treatment is radio- 
therapy, although he mentions other treatment 
such as surgery, aspiration and puncture, infiltra- 
tion of the stellar ganglion, physiotherapy, and sys- 
temic treatment. ACTH and, particularly, cortisone 
have been used lately in mean doses of 100 mgm. per 
day for 5 days; this treatment may be repeated if 
necessary. In the case of the blocked shoulder, the 
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author recommends conservative treatment with 
diathermy and infiltration of the stellar ganglion or 
regional infiltrations; the most important treatment, 
however, is exercise, which re-educates the scapulo- 
humeral articulation. Results are slow but good. 
The surgical treatment consists of mobilization of 
the second articulation of the shoulder. 

One hundred cases of scapulohumeral periarthri- 
tis from the Physiotherapy Service of the Hospital 
dos Servidores do Estado, Rio de Janeiro, were 
studied. Mariano L6pez-BEL10, M.D. 


A Case of Early Volkmann’s Ischemia Following 
Posterior Dislocation of the Elbow Treated Suc- 
cessfully by Arteriectomy. H. K. Sarxar. Ind. 
J. Surg., 1952, 14: 350. 

Volkmann in 1875 described the lesion which is 
characterized by a rapid necrosis of the muscles with 
an ensuing fibrosis, painful limb, loss of motor func- 
tion, and cold, cyanotic, contracture of the muscle 
of the forearm with flexion deformity of the fingers. 
The deformity of the fingers is one of flexion of the 
interphalangeal joints, extension at the metacarpo- 
phalangeal joints, flexion of the wrist, pronation of 
the forearm, and flexion deformity of the elbow. 
While the entity is most common in the upper 
extremities the same catastrophe may occur in the 
lower extremities. 

The etiology of Volkmann’s ischemic contracture 
is not known. For many years it has been postulated 
that circulatory ablation of a limb may dramatically 
produce the entity. 

The author reports the case of a 42 year old me- 
chanic who sustained a posterior dislocation of his 
left elbow. The symptoms and signs were those of 
Volkmann’s contracture. Approximately 3 hours 
after the injury the patient’s elbow was explored and 
slight injuries of the median nerve and thrombosis 
of the brachial artery were found. Efforts to regain 
pulsation of the artery below the site of injury failed. 
The traumatized artery was segmentally excised and 
and its ends were ligated. Recovery of pulsation 
ensued and the patient returned to his occupation. 
Macroscopic and microscopic studies revealed a 
hemorrhage between the intima and the adventitial 
wall. Hence, the morbidity which might have re- 
sulted in irreparable damage to the affected limb 
was soon averted. SAMUEL L. GovERNALE, M.D. 


Thrombectomy in Volkmann’s Contracture. DrAN 
K. CrystaLt, Ernest BurGess, and CLAYTON 
WANGEMAN. N. England M.J., 1952, 247: 1015. 


Volkmann, in his original discussion of the de- 
formity in 1871, referred to it as an ischemic contrac- 
ture. The most conservative therapeutic measures— 
for example, fasciotomy, sympathetic block, and re- 
moval of splints—have been disappointing and in- 
adequate in combating fully developed contractures. 

Our research into this problem has run into a para- 
dox. Ligation of the arteries to a limb or to a group 
of muscles does not produce histologic changes char- 
acteristic of Volkmann’s contracture. It has been 
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postulated, however, that the production of a mus- 
cular sequestrum of gelatinous muscle tissue in the 
early stages, followed by eventual fibrosis, could 
come about only by widespread arterial and arteri- 
olar constriction. Therefore, restoration of circula- 
tion before irreparable damage has occurred becomes 
a logical goal. 

The authors report a case in which a thrombus 
was removed from the brachial artery of a child with 
early signs of Volkmann’s contracture. A 3-year-old 
child sustained a supracondylar fracture of the hu- 
merus in May, 1950. The fracture was reduced in 
approximately 1 hour, but 4 hours later it was noted 
that the radial pulse was absent and that the hand 
was swollen and extremely cold. Fasciotomy and 
also perivascular stripping of the brachial artery 
seemed to improve circulation momentarily but was 
of no real assistance. A right stellate ganglion block 
likewise was of no avail. Twenty hours after the 
injury the hand was cold and white, and was found 
to be drawing upward in volar flexion. Voluntary 
motion was completely lacking. A transverse inci- 
sion was made through the anterior wall of the bra- 
chial artery and a clot measuring 7 by 2 mm. was 
removed. Heparin solution (1:100) was injected 
into the vessel 5 cm. proximal to the incision. Free 
bleeding occurred and was permitted to continue for 
2 minutes. The vessel was then closed with a single 
everting mattress suture (No. 5-o Deknatel). The 
hand became pink and gradually warmer, and radial 
pulse became re-established. 

At a follow-up examination, 2% years after the 
accident, the child is found to use her hand normally 
at play, in feeding herself, and in other activities. 
The fingers flex and extend freely. She exhibits some 
atrophy of the involved hand. This is most notice- 
able in the volar digital pads at the tips of the fin- 
gers, which are tapered rather than rounded and full. 
She has a forearm and hand that are not absolutely 
normal, but the limb is serviceable and it continues 
to improve. KENNETH E, SHERMAN, M.D. 


Tendinitis of the Insertion of the Common Exten- 
sor Tendon of the Fingers. MicHaEL BurRMAN. 
J. Bone Surg., 1953, 35-A: 177. 


The genesis of the malady is the forced or repeated 
flexion of the proximal interphalangeal joint against 
maintained extension of the finger at the metacarpo- 
phalangeal joint or extension of the metacarpo- 
phalangeal joint in maintained flexion of the inter- 
phalangeal joints. The irritation caused by stretch- 
ing of the common extensor tendon is confined to the 
dorsoulnar side of the common extensor tendon of 
any of the fingers of the dominant (right) hand. The 
thumb has been excepted in the cases seen. Flexion 
of the proximal joint is actively restricted by stretch 
of the painful tendon. 

Three case reports were presented. In one of the 
cases there was strain of the common extensor ten- 
don in the flexed position of the wrist, as the finger 
was bent at its proximal joint. The flexion of the 
finger while the wrist is in this position evokes strain 


of the common extensor tendon of the finger even 
in the normal hand. 

The differential diagnosis must rule out rheuma- 
toid arthritis or tumor of the finger near the ten- 
dinous insertion. If the conservative measures of 
rest, splinting, and physical therapy fail, operation 
for the purpose of releasing tension is indicated. The 
splitting of the tendon relieved tension within the 
tendon in the case in which operation was done. 

C. FRED GOERINGER, M.D. 


Deformities of the Hand Incidental to Pathological 
Changes of the Extensor and Intrinsic Muscle 
Mechanisms. J. LEONARD GOLDNER. J. Bone 
Surg., 1953, 35-A: 115. 

This presentation is concerned with the correction 
and reconstruction of deformed hands resulting from 
various types of trauma and concerned especially 
with damage to the extensor and intrinsic mecha- 
nisms of the hand. 

Several types of deformity are presented. The 
‘“fntrinsic-minus” deformity, or claw hand, is con- 
sidered and the technique of its correction is out- 
lined; extension contracture of the hand due to direct 
trauma is discussed with methods of reconstruction; 
the “‘intrinsic-plus”’ (pill-roller) hand is considered 
and the author’s plan of management is given. All of 
these deformities and the results of their reconstruc- 
tion are well illustrated by excellent photographs. 
The conclusions reached as to management of these 
deformities are as follows: 

1. Metcarpophalangeal joints in extreme hyper- 
extension in conjunction with absent intrinsic mus- 
cles may be treated expediently by joint fusion. 

2. Metcarpophalangeal joints with less severe hy- 
perextension and with functioning intrinsic muscle 
mechanism can be improved by adequate excision of 
collateral ligaments, freeing of all dorsal tissues, and 
stripping of the volar plate. 

3. When the intrinsic strength of the index finger 
is being restored in the absence of contracture, it is 
advisable to replace weak lumbrical and volar inter- 
osseous muscles as well as a weak first dorsal inter- 
osseous muscle. This strengthens volar abduction 
and gives a stronger pinch. 

4. If the dorsal hood is destroyed and the joint is 
affected, fibrous ankylosis or joint fusion gives a de- 
sirable result. 

5. If the dorsal hood is intact and the extensor 
tendons are destroyed, it is desirable to correct the 
extension contracture by adequate excision of the 
scar tissue and collateral ligaments, followed by re- 
placement of the extensor tendons. 

6. In burns, a fixed ‘‘button-hole” deformity can 
be changed to a mallet deformity for better flexion. 

7. Fusion of the middle or distal interphalangeal 
joints is a useful procedure for irreparable flexion or 
extension deformities. 

8. The “intrinsic-plus” hand can be improved by 
advancing the intrinsic muscles in the metacarpal 
region or by sectioning the lateral bands opposite 
the proximal interphalangeal joints. 
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g. It is necessary to differentiate a contracture of 
the intrinsic muscles and fascia, contracture of the 
lateral bands, and changes in the digits due to 
pathological joint changes resulting in hyperexten- 
sion. Dona.p C. Geist, M.D. 


Osteoid Osteoma of the Lamina and Its Treatment. 
I. J. Jackson. Am. Surgeon, 1953, 19: 17. 


Among 218 published case reports of osteoid oste- 
oma (including the author’s case), the vertebrae 
were involved in 20 instances. In 1o of these cases 
the exact site of the lesions was unspecified; in the 
other 10 the lesions were all located in the neural 
arch, 3 involving the lamina. 

The case reported was that of an 18 year old white 
man who complained of 2 years of pain in the right 
lower thoracic spine with radicular radiation to the 
midaxillary line. The pain was increased by cough- 
ing, and was temporarily relieved by salicylate. 
There was a moderate dorsal scoliosis and marked 
point tenderness at the spine of the eighth dorsal 
vertebra. 

Roentgenograms showed no lesion except the sco- 
liosis. A myelogram showed a small filling defect on 
the right side at the level of the ninth dorsal verte- 
bra. The spinal fluid protein was slightly elevated 
on 2 occasions. 

Surgical exploration was done with a diagnosis of 
perineural fibroblastoma of the eighth dorsal nerve 
root. A circumscribed raised reddish lesion typical 
of osteoid osteoma was found at the lateral cephalic 
portion of the eighth lamina. The nerve root was 
angulated at the edges of the intervertebral foramen 
by bony thickening which was considered to have 
been caused by reactive change about the osteoid 
osteoma. Complete excision of the lesion and un- 
roofing of the foramen has provided complete relief 
for 2 years. ; 

Osteoid osteoma may simulate nerve root tumor; 
at surgery, however, it should be recognized readily 
if the nearby laminae are inspected carefully. Treat- 
ment must include both excision of the lesion and 
correction of any secondary obstructive changes at 
the foramen. Cuar.es T. Ryper, M.D. 


Necrosis of the Lunate Bone; Kienboeck’s disease 
(Die Nekrose des Os lunatum; Kienboecksche 
Krankheit). C. PoGLayeN and H. B. NeEvinny- 
STICKEL. Zschr. Orthop., 1952, 83: 45. 


It was found that necrosis of the lunate bone is 
the third most common form of aseptic necrosis of 
the epiphysis. Legg-Perthes’ disease, is most com- 
mon and Koehler’s disease is next in frequency. 

It was found that it took from 6 months to 4 years 
from the first occurrence of pain in the wrist joint 
until these patients reported for examination. The 
symptoms and signs observed on x-ray examination 
and the histological sections are enumerated and 
demonstrated. 

Leriche treated this condition with blocks of the 
stellate ganglion. Persson surgically elongated the 
ulna and thus prevented trauma to the lunate bone. 
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Scaglietti of Florence very recently used Persson’s 
method in the treatment of necrosis of the lunate 
bone. It appears that repeated trauma to the wrist 
causes a severance of the blood supply to the lunate 
bone which is followed by necrosis of the bone. 
GeorcE I. Reiss, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Surgical Management of Shoulder Girdle Syn- 
dromes. JERE W. Lorp, Jr. Arch. Surg., 1953, 66: 


The literature on shoulder girdle syndromes is 
carefully reviewed. Notable contributions have 
been made by Willshire in 1860, Gruber in 1869, 
Murphy in 1905, Noffzinger, Grant, and Ochsner, 
and Gage and DeBakey in 1935. 

The syndrome, which has been referred to as the 
costoclavicular syndrome, hyperabduction syn- 
drome, and the anterior scalenus syndrome, is 
caused by a musculoskeletal abnormality in the 
shoulder girdle. Etiologically, in order of their im- 
portance, the syndrome is precipitated by (1) cervi- 
cal rib and its concomitant fibrous extension, (2) con- 
genital anomalies of the clavicle, (3) hypertrophy of 
the anterior scalenus muscle, and (4) predisposing 
occupations. One or more of these factors may be 
present simultaneously and masquerading the 
shoulder girdle syndrome as a solitary lesion. 

The symptoms are fatigue, weakness of the hand, 
numbness, paresthesia, edema, cyanosis of the fin- 
gers, and, in rare, neglected cases, gangrene of the 
finger tips. Engorgement of the venous circulation 
about the shoulder with obliteration of the radial and 
ulnar pulse in hyperabduction of the arm is an im- 
portant sign of the prevailing syndrome. Sudden 
precipitation of the phenomenon can be attributable 
to the complication of a thromboembolism or throm- 
bophlebitis of the chronically constricted subclavian 
vein. 

The writer is of the opinion that a mere scalenot- 
omy will cure only a disappointingly small number of 
patients. The symptoms are partially abolished or 
made worse. Since a bony block recurred in situ in 2 
of the 3 patients operated upon by subperiosteal 
resection of the clavicle and who had to be re- 
operated upon, the author believes it is mandatory 
that complete removal of the clavicle with its perios- 
teum be the procedure of choice. 

SAMUEL L. GOVERNALE, M.D. 


Coxa Vara Infantum. Treatment and Results of 
Treatment. Kurt JOHANNING. Acta orthop. scand., 
1952, 22: 100. 

Only in the least serious cases of coxa vara infan- 
tum is conservative treatment in order. In most 
cases the treatment is operative, with the purpose of 
obtaining a painless, stable hip, which is free from 
deformity and from present or imminent shortening, 
and which is as mobile and functionally adequate as 
possible. 
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Pain was not a source of difficulty in the author’s 
series of cases, usually being encountered in the ad- 
vanced cases and in comparatively old patients. In 
the comparatively young patients pain was usually 
due to muscular insufficiency resulting from faulty 
weight bearing and it usually disappeared as the 
weight-bearing conditions improved. 

Instability was a sequel to functional muscle 
shortening and weakening of the ligaments around 
the joint because of defective ossification of the col- 
lum metaphysis. Instability was further increased 
in the later stages of the disease by the development 
of pseudarthrosis. To attack this problem, the 
author used the subtrochanteric osteotomy with the 
idea of inhibiting the shearing stress forces acting on 
the weak neck and exposing this area only to the 
force of direct pressure. He thereby hoped to pro- 
mote ossification of the metaphysis and at the same 
time correct the varus position of the neck. 

Limitation of motion was due partly to func- 
tional, and partly to the mechanical, factors men- 
tioned. These problems were dealt with as they arose. 

Footwear adjustments, exercises, bone shorten- 
ings, and epiphyseal staplings on the healthy side 
were among the measures used for shortening and 
malposition. 

The criteria for evaluation of the results of treat- 
ment from clinicofunctional and roentgenoanatom- 
ical viewpoints are listed in detail. 

Thirty hips were treated with the so-called ‘‘peg- 
osteotomy” form of subtrochanteric osteotomy, 
Platou’s method being used in most cases. Prelimi- 
nary adductor tenotomy was necessary occasionally 
and, rarely, a single metal suture was used on the 
lateral aspect of the osteotomy area. The limb was 
immobilized in abduction for 8 weeks postopera- 
tively. One patient died from postoperative shock. 

All 30 of the causally treated hips have been ob- 
served postoperatively for several years, in some 
cases for more than 20 years. Excellent clinicofunc- 
tional results were achieved in rg cases, although in 
only 12 cases was the result good from a roentgeno- 
anatomical standpoint. In 4 cases the results were 
poor and the author, after a rather detailed analysis 
of the poor and less satisfactory results, concluded 
that they were due to purely mechanical and dy- 
namic factors or to failure to satisfy the statico- 
mechanical requirements. 

Six hips received various palliative procedures and 
8 hips were not operated upon for various reasons. 
In these two groups there was also a rather marked 
discrepancy between the clinical and roentgenologi- 
cal results, leading the author to conclude that this 
difference is of no importance. 

Evaluation of the results did bring out strongly 
the fact that the older the patient at the time of 
treatment, the less effective the results, both clini- 
cally and roentgenologically. 

The author makes a thorough study of his results 
and points out that although his total figures are 
small, the merits of very long observation periods, 
standardized treatment principles, and standardized 





operative technique make his conclusions worth- 
while. He draws the following conclusions: 

1. Coxa vara infantum should be treated by sub- 
trochanteric osteotomy as early as possible. Quite 
young patients may be kept under observation for a 
time as long as slipping of the caput does not occur. 
Treatment should be completed before school age. 

2. The osteotomy angle should be made so wide 
that the threatened part of the collum is freed from 
shearing stress. 

3. Care must be taken to provide adequate fixa- 
tion at the site of the osteotomy, special attention 
being paid to the upper fragment so that it does not 
come into a position of flexion. 

4. In advanced cases, at puberty or later, with ex- 
tensive slipping of the caput, it is advisable to com- 
bine osteotomy with bone grafting at the site of the 
pseudarthrosis. 

5. Patients should be kept under uninterrupted 
supervision till definite bony union between the col- 
lum metaphysis and the epiphysis has been achieved. 
On signs of fresh slipping, or when the readjustment 
of the trochanteric mass has gone too far, reopera- 
tion is indicated. Lovick E. Dickey, JRr., M.D. 


Hip Arthroplasty with Acrylic Prosthesis. Sven 
KiAER. Acta orthop. scand., 1952, 22: 126. 


Because of dissatisfaction with the results of hip 
arthroplasty operations and removal of femoral 
heads, the author chose to try the method of allo- 
plasty with acrylic prostheses. Fifty-one arthro- 
plasty procedures using fixed acrylic prostheses were 
performed on 50 patients. In the first 6 patients in- 
dividual prostheses were made from molds and fixed 
to the modelled femoral neck with acrylic cement at 
a second operation. This method was abandoned 
because of the necessity for two operations and the 
troublesome procedure. The remaining 44 patients 
were treated by the method of Judet, with certain 
technical modifications. In the latter group the 
Hueter incision was used for 15 hips. For the re- 
maining 30 hips the Gibson incision was adopted be- 
cause the author found that it provided a better and 
gentler approach to the joint. The technique of the 
operation and after-treatment is described. 

The most common indication for surgery was 
arthrosis. Included in this group were osteoarthro- 
sis, arthrosis secondary to congenital changes in the 
hip, congenital luxation and subluxation, arthrosis 
which followed epiphysiolysis, infantile coxitis, and 
coxa plana. There were 45 patients in this group. A 
second group included 3 patients with necrosis of 
the head after fracture of the femoral neck. Two 
patients had pseudarthroses after fracture of the 
femoral neck. 

The results were classified according to the Merle 
d’ Aubigné system suggested at the International 
Congress in Amsterdam, in 1948. The system is ex- 
plained thoroughly. Its principle is to select the 
three elements characterizing hip function (pain, 
mobility, and gait) and grade them according to 
quality. The different grades of quality were des- 
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ignated and each was given a score from o (the 
worst) to 6 (the best). Since pain and gait are more 
important for function than mobility, their points 
are doubled, and the results of a particular case can 
be expressed in a single figure. 

The observation period was from 3 to 5 months in 
15 cases, 6 to 11 months in 20 cases, and 12 to 21 
months in 16 cases. The author believes it is advis- 
able to publish his material at such an early stage 
because his experience agrees with Judet’s: he has 
had no new complications; and he does not think 
that what appears to be a very satisfactory and 
pain-relieving procedure should be withheld from 
patients, awaiting further observation. 

All complications were of a technical nature. In 
no case was loosening of the prosthesis, bone atrophy 
under or around the prosthesis, or slipping of the 
prosthesis observed. In fact, in every case the longer 
the patient has been observed, the better has been 
the result. 

The results were excellent in 40 cases, good in 4, 
fair in 3, and bad in 3. In 2 of the last 3 cases, molded 
prostheses were unsatisfactory, and in 1 the stem 
of the Judet prosthesis broke. The molded prosthe- 
sis gave the poorest results; 2 of the plastic prostheses 
were bad, 3 were excellent, and 1 was good. Judet’s 
acryloplasty through a Hueter incision gave satis- 
factory results in 87 per cent; Judet’s operation 
through a Gibson incision gave satisfactory results in 
95 per cent. In 42 cases of arthrosis the pain has 
been greatly reduced. Of the 5 patients with pseudar- 
throsis of the femoral neck and necrosis of the 
femoral head, all are free from pain. No difference 
in pain relief or mobilization was noted between pa- 
tients who had or who had not had the articular cap- 
sule removed. In 6 instances in which it was neces- 
sary to fill out defects with acrylic cement, no com- 
plications were noted. 

Lovick E. Dickey, JR., M.D. 


Shelf Operation in Congenital Dysplasia of the 
Acetabulum and in Subluxation and Disloca- 
tion of the Hip. Gunnar WIBERG. J. Bone Surg., 
1953, 35-A: 65. 

In order to determine the normal development of 
the acetabular roof, the author made use of an angle 
which is termed the CE angle. This is formed by 
two lines running from the center of the femoral 
head, one parallel with the long axis of the body and 
the other running through the edge of the acetabu- 
lum. This angle gives a fair indication of the amount 
of support which the femoral head gets from the 
acetabular roof. Values above 25 degrees were nor- 
mal and values below 20 degrees were pathological. 
The latter would indicate that the acetabular roof is 
maldeveloped, or dysplastic. However, subluxations 
ordinarily can be recognized by a broken Shenton’s 
line. 

Anatomical and roentgenographic studies have 
shown that the so-called ossa acetabuli—the small 
accessory ossification centers lying within the rim of 
the acetabulum—play a part in the development of 
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the acetabulum. These ossification centers have a 
definite significance for the future shape of the 
acetabular roof. The practical significance of these 
ossification centers in dislocations is that they give 
some possibility of estimating the prognosis for the 
acetabulum in this age group; this will affect one’s 
attitude toward shelf operations. 

From a study of a series of 257 hips with osteo- 
arthritis deformans, the author found that not less 
than 25.7 per cent of them were caused by dysplasia 
or subluxation. 

In a series of 85 cases, there were 7. cases of luxa- 
tion, 67 cases of subluxation, and 11 cases of dys- 
plasia. 

In all patients aged 2 to 3 years, with congenital 
dislocation, a closed reduction is attempted first, 
according to the method of Lorenz, and after reduc- 
tion both hip joints are put in plaster in the frog 
position—that is, go degrees of flexion and about 70 
degrees of abduction. The plaster does not extend 
below the knees. After a period of 3 months the 
plaster is removed and the children then use a 
wooden case, which is in the same shape as the pos- 
terior part of the plaster, so that they are able to 
rest with relative comfort. This case is used during 
the night as well as for daytime naps. 

In patients with dislocations who are over the age 
limit, reduction may be attempted up to the sixth 
or seventh year together with a shelf operation. 
After that time it is better to do a high shelf opera- 
tion because of the risk of necrosis in the femoral 
head. 

Patients who have been treated either by closed 
or by open reduction but whose hips tend to redis- 
locate immediately after treatment must be operated 
on at once. Traction followed by the shelf operation 
is the procedure recommended. If there is marked 
anteversion, it may be necessary to do a rotation 
osteotomy before or after the shelf operation. 

The cases in which it is most difficult to decide on 
the method of treatment are those in which there is 
definite dysplasia but no subluxation. If at the 
“critical age’’ for the acetabulum (7 or 8 years) there 
are even slight symptoms, operation should be 
favored. 

The technique of the author’s operative procedure 
is outlined. The article is well illustrated. 

C. FrepD GOERINGER, M.D. 


Late Results of the Combined Ankle Arthrodesis by 
the Spitzy Method (Ueber Spaetergebnisse bei der 
kombinierten Sprunggelenksarthrodese nach Spitzy). 
J. Macuacek. Wien. med. Wschr., 1953, 103: 58. 


Combined ankle arthrodesis for the stabilization 
of postpoliomyelitic paralytic feet (either forgotten 
or re-invented) was described by Spitzy, of Vienna, 
in 1922. 

The principle of it consists of partial. arthrodesis 
of the talotibial joint and complete triple arthro- 
desis. The technique is as follows: 

After a Z-shaped dissection of the Achilles tendon 
from a lateral approach, the capsule is dissected 
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and both ankle joints are exposed, showing the 
upper horizontal and the lower oblique planes. 
The cartilage is removed medially or laterally, in ac- 
cord with a valgus or varus position, by ‘means of 
wedge removal. In the upper joint the trochlea tali 
is chiselled off horizontally with preservation of the 
malleoli, which allows for some restricted motion. 
After suture of the Achilles tendon the foot is im- 
mobilized in a slight equinus position for 8 weeks, 
followed by weight bearing. Wearing of a low leg 
brace with a sandal for 6 months is advantageous. 
The late results, up to 24 years after operation, in 
50 cases are excellent with only 2 failures (re-opera- 
tion and total fusion), allowing for a painless un- 
supported gait. This method has also been employed 
in early childhood (4 years), since no epiphysial dis- 
turbances are to be expected with gentle handling of 
the epiphysis. Ernest H. Betrmann, M.D. 


FRACTURES AND DISLOCATIONS 


Animal Experiments Dealing with the Histomech- 
anical Considerations of Callus Formation, 
Criticizing the Theory of Krompecher (Tierver- 
suche zur Histomechanik der Callusbildung als 
Kritik der lehre Krompechers). RuETGER HAScHE- 
KLUENDER and HEINZ GELBKE. Langenbecks Arch. 
u. Deut. Zschr. Chir., 1952, 274: 62. 


Krompecher, by introducing Kirschner wires with 
turnbuckles through the proximal and distal bone 
fragments and studying the effects of varying pres- 
sure, found precartilagenous callus as the result of 
pressure and connective tissue callus following dis- 
traction. From this he concluded that chondral cal- 
lus is physiologically sounder than the inadequate 
fibroplastic tissue callus. Accordingly, he considers 
wire extension biologically wrong. However, he 
considers Krompecher’s experiment as inadequate 
because of incomplete fixation and the resulting 
additional shearing forces with secondary infections. 

He employed a pressure or traction nail on 14 
experimental fractures of the femoral shaft. Exces- 
sive pressure resulted in increased absorption. If 
there is pressure without shearing, bending, or 
rotation forces, a fibrous tissue callus precedes the 
final union of the bone. 

Cartilaginous elements form only when the mesen- 
chyma is irritated; the greater the shearing force, the 
more cartilaginous islands develop. 

For evaluation of the traction effects, an oblique 
fracture was made below the tibial plateau after re- 
moval of the tibial tuberosity with the knee kept 
in maximal flexion by a wire passed through the 
tibia and femur. After 32 days the dogs were sacri- 
ficed and it could be demonstrated that intermittent 
traction, causing a certain irritation of the embryonic 
tissue, will result in the formation of chondral tissue. 
Purely desmogenic callus only can be obtained by 
absolute fixation, which is technically possible only 
by intramedullary nailing. 

The appearance of cartilaginous elements always 
means a detour before the final differentiation. Pres- 
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sure and traction are not directly responsible for the 
changing differentiation of the callus. Both forces 
contribute toward desmogenic (fibroplastic) ossifica- 
tion if there is absolute uninterrupted tissue rest. 
Otherwise a cartilaginous differentiation, which is 
mechanically less stable, is always the result. 

The period of observation until final maturation 
was between 14 and 64 days. 

Clinically, absolute fixation seems very rare, which 
explains the presence of small cartilaginous islands. 
Contrary to Pauwels, who arrived at his conclu- 
sions from the Krompecher experiments, the authors 
state that the formation of cartilaginous tissue, 
indicative of inadequate fixation, prolongs the heal- 
ing. 

The amount of cartilage in the callus is in direct 
proportion to the degree of displacement, angulation, 
and mechanical motion. This is to be interpreted as 
functional adaptation. The authors wisely conclude 
that morphological observations must be followed 
by biological chemical studies to explain fully the 
yet unsolved problem of bone regeneration. 

Ernest H. BEtTTMann, M.D. 


Reactive Changes of Tissues in Intramedullary 
Nailing (Reaktive feingewebliche Veraenderungen 
bei der Marknagelung). RuETGER HAscHE-KLUEN- 
DER. Zschr. Orthop., 1952, 83: 120. 


Kuentscher mentioned in his first publication that 
intramedullary nailing not only causes periosteal 
callus formation but actually stimulates the forma- 
tion of callus on a chemical or mechanical basis. The 
poorer the metal used in the intramedullary nailing 
the greater is the chemical stimulus. Boehler took 
issue with this opinion and stated that the increased 
amount of callus formation is caused by the earlier 
and more normal use of the injured extremity. 

Histological experiments carried out by the author 
revealed that the pressure of the nail causes a loss of 
bone substance within the medullary canal and an 
enlargement of the medullary cavity. The absorp- 
tion of bone is caused by an inflammatory reaction 
due to the destruction of the cancellous bone as the 
nail is driven into the medullary cavity. The nail is 
surrounded by a tough fibrous coat. Osteoid tissue 
is discovered within the fibrous tissue. There is a 
considerable amount of vascularity of the fibrous 
tissue. It is the author’s opinion that a fibroplastic 
type of bone forms. Changes were also observed in 
the cortical layer of the bone as well as in the peri- 
osteum. Histological sections illustrate the appear- 
ance of the cancellous bone on the fifteenth, eight- 
eenth, fifty-fourth, sixty-fourth, and ninetieth days 
after intramedullary nailing. 

GeorcE I. Reiss, M.D. 


Intramedullary Fixation in Fractures of the Hand 
and Fingers. F. H. Vom Saat. J. Bone Surg., 1953, 
35-A: 5. 

Intramedullary fixation in hand injuries permits 
healing to proceed unimpaired while the remainder 
of the hand is entirely free of splinting apparatus. 
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The patient usually may go about his normal activi- 
ties, to his economic advantage. When the healing 
is complete and the intramedullary pin is removed, 
the hand, which has remained functional, requires 
little or no rehabilitation. 

In atypical application of this technique, a Kirsch- 
ner wire is introduced into the fractured bone from 
the dorsal aspect at its distal extremity, thence 
across the reduced fracture, and well down to the 
proximal end of the bone. The joint at the site of 
introduction is kept fully flexed for in this way in- 
jury to the extensor sleeve is minimized. The wire is 
cut off and bent back; a small stump protrudes 
distally and this is protected by a collodion dressing. 
Closed reduction is done if the fracture is recent; 
open reduction may be used when necessary. A 
fresh compound fracture may be managed by this 
method of fixation if it can be made surgically clean. 
Local furuncles, blisters, the loss of skin, and general 
sepsis contraindicate intramedullary pinning. The 
operation is a formal operating room procedure and 
is done under x-ray control. 

Postoperatively the patient is encouraged to use 
his hand. When the fracture has healed, the pin is 
removed without anesthesia by rotating the protrud- 
ing pin end and withdrawing it. 

Phalangeal fractures are readily managed by this 
technique, except those with comminution or an 
oblique fracture line, circumstances in which intra- 
medullary pinning gives inadequate fixation. For 
avulsion of the extensor insertion to the distal 
phalanx, the distal interphalangeal joint is fully ex- 
tended, the proximal interphalangeal joint is flexed, 
and the fixation wire passes through the distal 
phalanx, the middle phalanx, and across the proxi- 
mal phalanx to emerge subcutaneously in the dorsum 
of the proximal segment of the finger. The tip is 
then withdrawn slightly so that it lies in bone. If 
the tendon avulsion has been complete, improved 
results are obtained by suture of the tendon to bone 
with fine silk, done at the same time as the fixation 
procedure. 

Most metacarpal fractures are amenable to intra- 
medullary pinning. Moderate comminution and 
obliquity of fracture are usually acceptable because 
of the support given by side structures. If the 
fracture is at the metacarpal base, the wire is passed 
through the carpometarcarpal joint into the adjacent 
carpal. Most thumb fractures are too comminuted 
to permit satisfactory use of this method of manage- 
ment. 

Other applications of the technique have been 
found in connection with osteotomies, repair of non- 
union, fusion of the joints, bone graft fixation, and 
reposition of amputated finger tips. 

The author has used intramedullary pinning in 40 
cases with satisfactory results. Three patients de- 
veloped a little weeping about the pin. Redness 
and swelling of the finger appeared in another pa- 
tient, but responded to antibiotic medication with- 
out removal of the pin and without further difficulty. 

Cartes T. Ryper, M.D. 
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Late Results of Compound Fractures of the Tibia 
in Battle Casualties Treated in a Penicillin 
Unit. M. E. Fiorey, J. S. Jerrrey, R. W. N. L. 
Ross, and E. C. Turton. Brit. J. Surg., 1952, 40: 
274. 


Forty consecutive patients with severe compound 
fractures of the tibia incurred in combat received 
definitive treatment in a penicillin research unit 
during World War II. Moderate doses of penicillin 
were given systemically to all of the patients; peni- 
cillin was also used locally at each operation. In 
addition, “various drugs were freely applied” to 
the wounds to combat gram-negative bacterial in- 
festation. Original treatment including débride- 
ment and plaster splinting had. been provided be- 
fore the patients reached the research unit. Sur- 
gical measures at the unit ranged from secondary 
wound closure through multistage reconstructive 
programs including sequestrectomy, saucerization, 
skin plastics, and bone grafts. Thirteen of the 40 
patients remained healed after simple wound closure 
and required no further operative treatment. 

Detailed bacteriological studies showed: (1) 
clostridia in 26 wounds on admission, which disap- 
peared under treatment, (2) staphylococcus aureus 
in ro wounds, with frank infection in 1 case, (3) 
penicillin-resistant staphylococcus in the sinuses 
and in an “epidemic” traced to the hands of a 
dresser, (4) hemolytic streptococcus (rarely), (5) 
nonhemolytic streptococci (occasionally) of uncer- 
tain pathogenicity, and (6) gram-negative organ- 
isms in all wounds not healed within 6 weeks. 

Thirty-six of the patients were located 6 years 
after they were wounded. Functionally, 26 pa- 
tients were walking unaided within 1 year of injury 
and 11 more within 2 years; 1 patient was walking 
unaided within 6 years, and 2 patients had ampu- 
tations after 5 years. One amputation was done 
for persistent pain after three attempts at foot 
arthrodesis, and the other one was done for wound 
breakdown with sterile pus in a grafted tibia after 
the patient had suffered a femoral fracture on the 
same side. Fifteen patients had regained full, free 
joint motion, 5 had a stiff or ankylosed knee or 
ankle, and the remaining 20 had some limitation of 
joint motion. 

Twenty-eight of the patients had remained healed 
“since discharge from the unit,” while 12 had in- 
termittently discharging sinuses. 

The authors believe that the administration of 
penicillin in these cases prevented invasive infec- 
tion and limited the severity of the local sepsis, 
and that retention of the severely damaged limbs 
was justified under these circumstances. 

Cartes T. RypEr, M.D. 


Operative Versus Conservative Treatment of the 
Clubfoot (Operative oder konservative Klumpfuss- 
behandlung). JoHANN Boscu. Zschr. Orthop., 1952, 
83: I. 

The author reviewed the cases of 257 clubfeet 
treated since 1946. Treatment by tendon transplan- 
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tation, tenotomy of the Achilles tendon, and sever- 
ance of the deltoid and subtalar ligaments gave 
good results in 18.4 per cent, fair results in 31.3 per 
cent, and bad results in 50 per cent. Changes in the 
ossification centers of the distal end of the tibial 
metaphysis occurred in 19.2 per cent of the cases, 
regardless whether a forceful redressment or no 
forceful manipulation was done. The average tor- 
sion of the tibia was found to be 23 degrees. In a 
number of cases, particularly those in which the 
talocalcaneal ligaments were cut, an aseptic necrosis 
of the talus occurred. The operation was carried 
out on children between the ages of 4 and 6 years. 
Since 1950 the Kite method of correction of clubfeet 
is used in the author’s clinic. The results have been 
very satisfactory but there are too few to permit 
definite conclusions. GeorcE I. Reiss, M.D. 


ORTHOPEDICS IN GENERAL 


Experimental Observations of the Hormonal In- 
fluences on the Growth of the Long Bones (Con- 
tribution a l’étude expérimentale de l’action des 
hormones sur la croissance des os longs). A. BAISSET, 
L. Douste-Biazy, P. Montastruc, H. PLANEL, 
J. VirENQUE. Sem. hép. Paris, 1953, 29: 63. 


Lichtwitz, in 1951, pointed out the influence of the 
sex hormone folliculin on the joint cartilage. The 
essential metabolic status is a positive anabolic pro- 
tein account stimulated by the growth hormone 
from the hypophysis, sex glands, and thyroid. 

Lichtwitz differentiated five layers in the growing 
bone consisting of hyalin, columnated proliferating 
cartilage, hypertrophic cartilage, calcifying de- 
generated cartilage, and vascular loops, the histo- 
logical structure of each being described in detail. 
Of these five layers the proliferating zone is responsi- 
ble for the growth, while the following layer (formed 
from hypertrophic cartilage) stops the growth 
process. Of these two zones the first one is stimulated 
by the somatotrophic hormone, while the genital 
hormones seem to be responsible for the transforma- 
tion of the proliferating cartilage into the hyper- 
trophic type. The genital hormones, when applied 
in small dosages, stimulate the cartilage; in larger 
doses they have an inhibitory effect. With extra 
large doses it is possible to obtain total epiphyseal 
closure. 

Testosterone (somatotropic) has various effects on 
tissue, depending upon the dosage. In weak dosages 
it stimulates the proliferating cartilage; in larger 
ones it stops the growth. It also influences constant- 
ly the calcium-phosphorus fixation in the bone it- 
self. Besides this tissue action, the hormonal action 
of testosterone in large doses causes reduction of the 
eosinophils of the hypophysis which are responsible 
for the production of the somatotrophic hormone; in 
small doses it causes an increase. 

Folliculin, which is less important, also acts as an 
anabolic protein stimulus in small dosage; in larger 
dosages it has catabolic effects comparable to the thy- 
roid and adrenal hormones. Folliculin has an osteo- 
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genetic effect on the hypertrophic cartilage addition- 
al to its vascular action and the precipitation of 
calcium. Its pure hormonal action is identical with 
that of testosterone, only much weaker. In large 
dosage it causes ossification of the subepiphyseal 
region. 

The thyroid hormone acts solely on the cartilage 
of the hypothyroid in young individuals. Hypo- 
function of the thyroid is accompanied by hypophy- 
seal hypofunction. The growth of the cartilage de- 
pends on the hormonal equilibrium of the somato- 
tropic cartilage-stimulating effect. 

During puberty the sex hormones diminish the 
hypophyseal output; this causes the cartilage growth 
to become arrested and the bone length growth 
to become retarded. In the prepuberty period min- 
imal quantities of sex hormones stimulate the secre- 
tion of the somatotrophic hormones. 

The gonadohypophyseal hormonal equilibrium 
may explain the phenomena of puberty. Tall young- 
sters with rapid growth around the ages of 13 and 
14 years are more susceptible to epiphyseal dystro- 
phies, frequently manifested in the coxa vara. 

The authors tested the influence of the sex and 
the somatotrophic hormones in 15 rats; after sacrific- 
ing the animals in 28 days they examined the femurs 
and tibias. The results were as follows: 

Testosterone increases the cartilaginous resistance 
against traction and the increase of this resistance 
was even greater when folliculin was given. The 
somatotrophic hormone hypertrophies the epiphyseal 
cartilage and makes the epiphysis more susceptible 
to stress. The sex hormones in large dosages cause 
atrophy of the cartilaginous zone and increase the 
epiphyseal strength against stress. Injections of 
folliculin precipitate the metaphyseal calcification. 

In the authors’ opinion the results justify the 
therapeutic use of sex hormones in the treatment of 
certain osseoepiphyseal dystrophies. Especially the 
coxa vara could be influenced by folliculin therapy, 
as it produces consolidation of the epiphyseal 
cartilage. The authors’ experiments, although done 
on a very small number of animals only, represent a 
very important contribution for a possible new thera- 
peutic approach in the treatment of the so-called 
aseptic necroses in Leg-Perthes disease, coxa vara, 
osteochondritis, dissecans, etc. 

Ernest H. BETTMANN, M.D. 


Normal and Pathologic Histochemical Study of 
Connective and Synovial Tissue (Estudio histo- 
quimico del tejido conectivo de la sinovial, normal y 
patologica). Fritz ScHAjowicz and Roserto E. 
Mancini. Rev. ortop. traumat., B. Air., 1952, 21: 
201. 


The authors, in a detailed and comprehensive 
study of the normal synovial membrane, found that 
the synovial cells in the fetus are like flat fibroblasts 
with a fair amount of mucoprotein resistant to 
hyaluronidase. In the newborn the synovial cells 
increase in size as does also the amount of muco- 
protein. In the adult the synovial cells have reached 
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their maximum development and there is an in- 
creased amount of mucoprotein. Some correlation 
was found between the content of the hyaluronic 
acid type of mucopolisaccharide in the fluid and the 
mucoprotein in the synovial cells that probably act 
as preceding substances. : 

In rheumatoid arthritis there were formations of 
fibrinoid masses on the surface of the connective 
stroma and also follicular infiltrates, predominantly 
lymphocytic, showing at times a germinative center. 
The histochemistry showed an exaggerated forma- 
tion of amorphous ground substance rich in muco- 
polysaccharide. In tuberculous synovitis the fibri- 
noid substance showed identical histochemical re- 
actions, but there was no evidence of an exaggerated 
formation of mucous amorphous substance in the 
rest of the stroma. In hypertrophic synovitis, 
lymphocytic and plasmocytic dense infiltrate showed 
no significant increase of mucopolysaccharide or 
amorphous ground substance. 

Witttam E. Ricxe7ts, M.D. 


Experimental Investigation of the Tissue Reaction 
to Acrylic Plastics. E. HENRICHSEN, K. JANSEN, 
and W. KroGu-Poutsen. Acta orthop. scand., 1952, 
22: 141. 

Any plastic material used in bone and joint sur- 
gery should be biologically inert, must possess suit- 
able physical properties with regard to strength, 
elasticity, and hardness, must be easily molded 
into the desired shape, and, finally, must be capable 
of being sterilized. 

The authors report their success in using several 
acrylic plastics (methylmetacrylate) which possess 
the desired physical properties. 

Clear, heat-pelymerized acrylic was found to be 
satisfactory in weight-bearing joints. Acrylic pros- 
theses which had been functioning in a hip joint 
for periods of about 1 year have been examined and 
found satisfactory, with a superficial loss of material 
of less than 0.25 mm. 

Self-polymerized acrylic caps, however, showed a 
serious loss of material when used in weight-bear- 
ing joints. This type of acrylic polymerizes at 
room temperature in 5 to 20 minutes and allows 
cementlike fixation of the acrylic bodies to the bone 
surfaces, dispensing with screws and nails. It is, 
furthermore, useful for filling out defects and cavi- 
ties in bone or joint surfaces. 

Caps of acrylic shaped for the femoral head, the 
head of the mandibula, the radius, and the humerus 
have been used with success for more than a year. 

In addition to the clear, heat-polymerized acrylic, 
the self-polymerizing acrylic cement, and the caps 
mentioned, clear acrylic mixed with 5 per cent 
barium sulfate was used in a series of animal ex- 
periments. 

Forty experiments were done in quick-growing 
young pigs, by the implantation of specimens of 
different acrylic plastics in burr holes placed in the 
diaphyses and epiphyses of the long bones. In 2 
operations the self-polymerizing cement acrylic 
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was used to affix plastic caps to the bone after 
the articular cartilage on the femoral head was re- 
moved. 

After a period of 2 to 3 months the bones were 
examined at autopsy, roentgenologically, and his- 
tologically. Because of technical difficulties only 
20 of the 40 specimens could be prepared for histo- 
logical examination. 

At autopsy no reaction at all was found and the 
acrylic material was in intimate contact with the 
bone. The 2 plastic hip caps were solidly fixed to 
the bone. Roentgenological examination showed 
neither sclerosis nor rarefaction. Histologically, it 
was found that connective tissue fills any space left 
between the plastic and bone surfaces. This tissue 
contains few cells and is later replaced by new bone 
tissue. 

The longer the postoperative period, the more 
intimate becomes the contact between the acrylic 
body and the bone. __Lovicx E. Dickey, Jr., M.D. 


Report of a Case of Traumatic Bone Sarcoma (Bei- 
trag zur Knochensarkomentstehung nach Unfall). 
FELIX ProsinceR. Langenbecks Arch. u. Deut. 
Zschr. Chir., 1952, 272: 392. 


Of 218 patients with bone sarcoma at the Heidel- 
berg Clinic, 12.7 per cent showed an association 
with trauma. Trauma can be held responsible only 
if protracted reactive and regenerative tissue changes 
necessary for malignant degeneration take place. 
The incidence of osteomyelitis and bone sarcoma 
is rare. The author uses the classification of Ewing, 
Geschickter, and Copeland, which is as follows: (1) 
myelogenic sarcoma and (2) osteogenic sarcoma, 
and the latter is subdivided into primary and sec- 
ondary types. The first usually develops during 
the growth period at the end of the long bones in 
the distal femur and proximal tibia, with a fatal 
outcome due to pulmonary metastases. The second 
originates either on the base of a benign bone tumor 
or after Paget’s disease or osteomyelitis. Histo- 
logically, there are: chondroplastic sarcoma, osteo- 
lytic sarcoma, chondromyxosarcoma, and sclerosing 
or osteoplastic osteogenic sarcoma. 

The author then reports the case of a 68 year old 
man who after a war injury due to a splinter of a 
grenade in the left upper arm developed a chon- 
dromyxo-osteosarcoma 36 years later within a few 
weeks. The tumor required exarticulation of the 
shoulder. This 36 year interval represents the long- 
est ever observed. In the roentgenograms the spotty 
decalcification with bulging, ill-defined cortical bor- 
ders, marked osteoclastic changes, and spontaneous 
fractures are typical. Histologically, there were 
spindle cells with osteoid tissue having the appear- 
ance of microspongiosa, giant cells, calcification, 
necrobiotic changes, lymphocytes, and an abscess. 

In the literature only 20 cases of sarcoma after 
war injuries are reported. The basis for sar- 
comatous degeneration is evidently reactive and 
regenerative tissue changes similar to those of an 
embryonic matrix changing into a malignant cell. 
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Small biopsies lead to complications and should al- 
ways be followed by electrocauterization if there is 
a definite diagnosis of sarcoma. There are gradual 
but no basic differences between primary and sec- 
ondary sarcomas. The younger the patient is, the 
poorer the prognosis. Lubarsch outlined the rules 
for the causal relationship between trauma and tu- 
mor as follows: 

There must be proof of a well defined accident 
with the impact exactly to the region where the 
tumor originates with marked tissue and metabolic 
changes. The time between the injury and the ori- 
gin of the tumor must co-ordinate with the size, 
texture, and progress of the tumor. The lower time 
limit is 4 weeks, with no fixed limit for late develop- 
ment. Usually there are bridging symptoms. 

Ernest H. BetrmMann, M.D. 


Secondary Shrinking Foot Resulting from Primary 
Leg Disease. (Der sekundaere Schrumpffuss als 
Tolge von Primaererkrankungen des Beines). F. 
ENDLER. Wien. med. Wschr., 1952, 102: 959. 


Five cases in which deformities of the foot de- 
veloped after osteomyelitis, palsies, and gunshot 
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wounds are reported by the author. In 1 case of 
equinovarus paralyticus, the whole foot diminished 
in size and became rigid 26 years later. There was 
also an increase in the equinovarus deformity and 
the muscles became atrophic which led to a fixed 
metatarsocavus deformity with a longitudinal plan- 
tar fold and painful calluses and hammer toes. In 
another case of gunshot osteomyelitis of the femur, 
treated by compression bandages which evidently 
were too tight, a similar deformity developed. A 
third patient with osteomyelitis of the calcaneus 
showed marked shrinkage of the palmar aponeurosis 
with the main contractures involving the ligamenta 
capitulorum transversa. There was no relation to 
Sudeck’s atrophy. 

The primary neurogenic or suppurative toxic tis- 
sue damage is considered the cause of such rather 
rare changes, which may also be precipitated by pro- 
longed immobilization and hyperextension in un- 
padded plaster casts. 

The author resorted to osteoclasis or the use of 
individually molded supports with results which 
turned out to be only fair. 

Ernest H. BetrMann, M.D. 
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BLOOD VESSELS 


Dolichomegaloartery, a Segmental Arterial Anom- 
aly (Sulle anomalie arteriosé segmentarie le doli- 
comegarterie). Luicr PAropi, ALESSANDRO GuF- 
FANTI. Rass. ital. chir. med., 1952, 1: 45. 


Dolichomegaloartery, a peculiar vascular anom- 
aly, consists of a dilatation and elongation of a 
rather extensive segment of an artery. This concept 
was first formed by Leriche and, in this article, the 
authors have collected the sporadic cases that have 
appeared in the medical literature. Three cases, il- 
lustrated by arteriograms, are presented. 

The first case was that of a 62 year old male who 
complained of vague abdominal pains after meals, 
abdominal distension, and constipation over a period 
of many years. The patient observed a recent en- 
largement of the right half of his abdomen. Physical 
examination confirmed the presence of a painless, 
shiftless, pulsating mass to the right of the umbilicus. 
An arteriogram showed that the right common iliac 
artery had a diameter of 2.2 cm., branched from the 
aorta at the level of the third lumbar vertebra, and 
formed a large convex curve to the right before its 
bifurcation at the level of the sacroiliac joint. At 
surgery a periarterial sympathectomy of this seg- 
ment was performed. This was followed by a reduc- 
tion in the caliber of the vessel and in the amplitude 
of the pulsations. 

The second case was that of a 60 year old female 
who had noticed an abnormal pulsation in the 
right supraclavicular fossa. Physical examination 
revealed the presence of a round pulsating tume- 
faction at the junction of the posterior border of the 
sternocleidomastoid muscle and the clavicle. Enoph- 
thalmos and narrowing of the palpebral fissure 
on the right side were also observed. An arterio- 
gram taken via the right common carotid artery 
confirmed the fact that this artery had a diameter 
of 1.2 cm. and immediately after its emergence from 
the innominate artery went directly laterally and 
posteriorly for a distance of 7 cm. It then made a 
sharp curve medially for a distance of 4 cm. before 
it pursued its normal course superiorly in the neck. 
Since the patient presented no disturbing subjective 
symptoms, surgery was not performed. 

The last case was that of a 68 year old male who 
entered the clinic complaining of a pulsating mass in 
the right suprahyoidal region. An arteriogram was 
performed by injection of the common carotid 
artery at the level of the fifth cervical vertebra. 
The caliber of the artery was within normal limits, 
but between the third and fourth cervical vertebrae, 
a complete ring with a diameter of 2.5 cm. was 
formed. Since no other signs or symptoms were 
present in this case, surgery was also deferred. 

In the cases presented, no abnormalities were ob- 
served in the area distal to that supplied by the 


anomalous arterial segment. In the cases reviewed 
from the literature, no characteristic microscopic 
pathology was observed. The authors are of the 
opinion that the majority of the cases are congenital 
in origin. The primary congenital anomaly is prob- 
ably an abnormal elongation of the arterial segment, 
and the dilatation is an expression of the abnormal 
hemodynamics that follow this condition. 

The majority of the cases reported in the litera- 
ture have not been subjected to surgery. Surgical 
treatment has been used in cases of dolichomegalo- 
artery involving the iliac vessels. The procedure of 
choice that has been accompanied by good results is 
periarterial sympathectomy. This is followed by a 
reduction in caliber and in the amplitude of pulsa- 
tions of the anomalous segment. 

Roranp A. MANFREDI, M.D. 


Traumatic Saccular Aneurysm of the Thoracic 
Aorta. K. HoLLincswortuH, WILLIAM W. JOHNS- 
TON, and James F. McCoogey. J. Thorac. Surg., 
1952, 24: 325. 

Traumatic saccular aneurysm of the thoracic 
aorta is rare, only a few cases having been reported 
in the literature. 

The authors submit a report based on 4 patients 
with this condition diagnosed during life, who sur- 
vived from a few months to 7 years following their 
injury. They contend that the condition may occur 
more frequently than it is diagnosed, that incom- 
plete rupture of the aorta may be diagnosed early 
and definitive treatment of the rupture instituted, 
and if the aneurysm is already forming or has formed, 
treatment to prevent further enlargement or de- 
layed rupture may be given. The authors describe 4 
cases of aneurysm of the first portion of the descend- 
ing thoracic aorta. In each instance the patient was 
a male and suffered an injury to the chest as the 
result of an automobile accident. In 1 case a small 
aneurysm distal to the subclavian artery take off 
was wrapped in cellophane. 

The authors suggest that blunt injuries to the chest 
may cause a variety of intrathoracic injuries to the 
heart or great vessels. Traumatic rupture of the 
aorta, either complete or incomplete, is probably of 
more frequent occurrence than the literature would 
suggest. The first portion of the descending aorta is 
thought to be the most frequent site of the rupture 
although that occurring in the ascending aorta is of 
no less importance. All reported aneurysms and 
practically all ruptures of the aorta occurred at one of 
two sites: the first portion of the ascending aorta or 
the beginning of the descending aorta just distal to 
the ligamentum arteriosum. These points are be- 
lieved to be comparatively fixed points, the former 
by the fibrous union between the aorta and the 
pulmonary artery, and the latter by the ligamentum 
arteriosum and the large vessels. 
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The authors believe that patients with blunt 
trauma to the chest should have repeated x-ray ex- 
aminations of the chest in spite of the absence of 
symptoms. Conservative treatment, they believe, 
consists of cellophane wrapping. Their patient 
is said to have gone 2 years with no increase in the 
size of his lesion. ALLAN D. Cattow, M.D. 


Conservative Surgical Treatment for Arteritis of the 
Lower Extremity, Sympathectomy, and Adren- 
alectomy; Surgical Results During a 4 Year Per- 
iod (Le traitement chirurgical conservateur de 
lartérite des membres inférieurs; sympathectomie; 
surrénalectomie; résultats d’une série d’interven- 
tions portant sur quatre ans). J. Ducuinc, A. EN- 
JALBERT, A. GEDEON, and R. BruGuiErR. Presse méd., 
1952, 60: 1599. 

Included in this study were 89 patients with 
arteritis of the lower extremities who were operated 
upon during the 4 year period from 1947 to 1950. 
Patients on whom embolectomy or amputation had 
been done were not included. Sixty-five patients 
had peripheral arteriosclerosis. In 11 arteriectomy 
was done for occlusion of the popliteal artery, with- 
out a fatality. Fifty-four patients with arterio- 
sclerosis were subjected to lumbar sympathectomy. 
In cases in which a thrombosed artery was present 
the segment was replaced with an autogenous vein 
graft or a preserved arterial homograft. In some 
cases restoration of the arterial lumen was done by 
intraluminal débridement. There were 6 operative 
fatalities among the patients so treated. Forty- 
seven patients with peripheral arteriosclerosis were 
followed up. All patients considered to have had a 
good result had satisfactory function of the ex- 
tremity postoperatively (27 cases). Patients were 
considered to have mediocre results when fresh 
episodes of thrombosis occurred in a sympathec- 
tomized extremity (7 cases). When an amputation 
was necessary the end result was classified as poor 
(2 cases). Eleven patients have died. 

Twenty-four patients with thromboangiitis ob- 
literans underwent left adrenalectomy, right lumbar 
sympathectomy, and right splanchnicectomy. One 
underwent arteriectomy in addition. There was 1 
operative death. Of 19 patients followed up from 6 
months to 4 years postoperatively, 11 were con- 
sidered to have had good results and were symptom- 
free after operation. In 5 the results were mediocre, 
and in most of these patients pain persisted although 
the syndrome of ischemia had been improved. In 3 
patients in whom the results were classified as poor 
the disease progressed postoperatively after a short 
period of relief. Ultimately, amputations were nec- 
essary in all. FREDERICK W. Preston, M.D. 


Treatment of Chronic Obliterative Arterial Disease 
with Venous Autografts (Terapia delle oblitera- 
zioni arteriose croniche con innesti venosi autoplas- 
tici). E. Matan. Boll. Soc. piemont. chir., 1952, 22: 
795. 

The author believes that surgical management of 
obliterative vascular disease is best for the patient. 
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He reviews the excellent resulcs of sympathectomy 
(good results in 50 to 80 per cent of the cases) and 
states that it is probably the procedure of choice in 
most cases. 

In some cases of occlusion of the arterial tree more 
radical measures than sympathectomy may be re- 
quired, i.e., resection of the obliterated arterial chan- 
nel and substitution of a vascular graft. 

The author reviews the historical development of 
arterial resection and grafting. He points out the 
importance of a minimal follow-up period of 1 year, 
citing the experiences of Fontaine who among 25 
cases of venous autografts found 12 of them to be 
patent 1 month after operation but only 5 were pa- 
tent after a period of 1 year. 

Four personal cases of venous autografts are re- 
ported. The saphenous vein was used to substitute 
for an occluded superficial femoral artery in all of 
them. The lengths of the grafts were 45, 25, 22, and 
12 cm., respectively. Three patients who were given 
heparin parenterally developed massive hematomas. 
One of these died on the eighteenth postoperative 
day, 1 developed wound infection with secondary 
hemorrhage which necessitated ligation of the artery 
(good eventual result!), and the wound in the third 
patient healed by secondary intention. The fourth 
patient who was given intra-arterial heparin was 
well after 6 months. 

The author places his grafts in a bath of heparin- 
ized serum before use. 

He believes that the absence of an immediate post- 
operative peripheral pulse does not necessarily mean 
failure of the graft but may be due to a transient 
disturbance in the vascular dynamics due to the 
more resilient vein wall. GeorGE Naro1, M.D. 


Free Autogenous Vein Graft to the Internal and 
Common Carotid Arteries in the Treatment of 
Tumors of the Neck. Joun J. CoNLEY. Ann. 
Surg., 1953, 137: 205. 

Compulsory ligation or excision of the carotid bulb 
in the treatment of tumors of the head and neck 
has been associated with an astoundingly high mor- 
tality and incidence of hemiplegia. The autogenous 
vein graft to the internal and external carotid artery 
was developed with the hope of improving the sur- 
gical service to this group of patients. When the 
neck wound is infected as a result of extension into 
the pharyngeal and oral cavities, or when a severe 
postirradiation necrosis exists in the neck, the 
ipsilateral anastomosis of the cut ends of the superior 
portions of the internal carotid artery to the external 
carotid artery is safer, when possible, than the free 
autogenous vein graft, and because of infection no 
homologous vessels or vitallium sleeves are used. The 
superficial femoral and great saphenous autogenous 
vein grafts were thought to be safest. 

Indications for autogenous vein grafts are hemor- 
rhage from the common or internal carotid arteries, 
impending hemorrhage from the common or internal 
carotid arteries, invasion of the common or internal 
carotid arteries by cancer or by carotid body tumor. 
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Allied conditions such as trauma with rupture of the 
carotid artery, aneurysmal dilatations of the carotid 
complex, and arteriovenous aneurysm of the carotid 
artery should certainly be considered as possibly 
requiring a graft. The technique is as follows: 

The superficial femoral vein is usually most satis- 
factory, but occasionally the great saphenous vein 
may be used if its diameter approaches 7 mm. The 
graft should be procured in an atraumatic manner, 
special care being taken not to injure the intima. 
After the vein graft is procured, it is syringed with 
saline solution and 1 to 1,000 heparin solution. From 
1 to 2 cm. of additional length in the vein graft is 
desirable in the neck to prevent tension. After oc- 
clusion of the sections of carotid artery with either 
the Pott’s or Southwick artery clamps, a clean cut 
of the vessel is made (extensive atheromatous 
plaques should be avoided in the line of anastomosis), 
the lumens of the vessels to be anastomosed are 
equalized by appropriate trimming, and the vein 
graft is placed so that valves present will not obstruct 
the flow of blood. The anastomosis is accomplished 
with interrupted everting mattress or individual 
sutures of No. 2 vaselinized silk on atraumatic 
needles. Small leaks may be controlled by a cuff 
of oxycel or an additional fine suture; the oxycel 
should always be removed before the wound is 
closed. The covering of the free vein graft is im- 
portant, the tissue flap should be of a high nourishing 
quality and the absence of infection is desirable. Im- 
mobility of the head assists in the healing and in the 
prevention of undue tension on the vein graft. If 
the skin flaps of the neck are infected or manifest 
postirradiation necrosis, they should be discarded 
and healthy tissue rotated into the neck from the 
chest. Anticoagulants are beneficial. Heparinization 
of the graft prevents the formation of a thrombus in 
the lumen during the interval of sewing the vein 
graft to the artery. Postoperative administration of 
an anticoagulant is suggested except in surgically 
clean cases. The superior cervical ganglion is 
excised or injected to diminish cerebral angiospasm. 

The complications were thrombosis in some degree 
in the vein grafts in 3 of the fatalities, and rupture 
of the anastomosis in 1 instance. No instance of 
aneurysm, embolus, stricture, or cerebral angiospasm 
was observed in this series. 

ALBERT M. Scuwartz, M.D. 


Electron Microscopic Structure of the Collagenous 
Fibers of Lyophilized Arterial Segments (Sull’ 
ultrastruttura delle fibre collagene di arterie liofiliz- 
zate). A. BONANOME and R. BeEGant. Ann. ital. 
chir., 1952, 29: 619. 

The authors review the various methods of pre- 
serving vascular tissue for transplantation. The 
method that has shown the most promise is that of 
freezing the segment of the artery immediately by 
exposing it toa temperature of —60°C. The artery is 
then placed in a special autoclave from which all the 
air is withdrawn to produce a vacuum (lyophiliza- 
tion). It is then sublimated in a solvent with a 
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freezing temperature that is adequate to keep the 
specimen in its solid state. 

Segments of the aorta from dogs, preserved by the 
above methods, were examined at periods of a few 
days up to 9 months. The lyophilized arteries were 
returned to their fresh state by bathing them in 
distilled water for 1 hour. The collagenous fibers of 
these specimens were then examined under the elec- 
tron microscope. Structural observations were made 
on three groups which were based upon the solvent 
used to separate the collagenous fibers of the ad- 
ventitia. In the first group, distilled water alone was 
used; in the second, a solution of hyaluronidase; and 
in the third, a 10 per cent solution of calcium chloride. 
The findings were compared to those in an untreated 
normal segment of aorta used as a control. 

Under the electron microscope the authors ob- 
served the length, width, caliber, and finer structure 
of the collagenous fibers of the adventitia of the 
arteries preserved by this method. 

The authors concluded that the collagenous fibers 
of aorta preparations preserved up to 9 months 
showed no alteration in structure as compared to 
the normal in the first and second groups of this 
series. In the third group, in which both the normal 
and preserved aortas were placed in a solution of 10 
per cent calcium chloride at a pH of 4, the collagen- 
ous fibers of both of the specimens showed marked 
changes. The fibers were swollen, with segmental 
variation in width and caliber, distortion of the 
normal symmetrical cross striations, and abundant 
fragmentations. 

The authors conclude that this method of pre- 
serving segments of arteries for transplantation pro- 
duces no observable alteration in the structure of the 
collagenous fibers. They advise against the use of 
calcium chloride solution to throw out a preserved 
specimen. Further studies are being conducted to 
observe the structural changes of the fibrous tissue 
of aortas prepared in a similar manner. 

Rotanp A. MANFREDI, M.D. 


Phlebography in the Study of Chronic Venous In- 
sufficiency of the Lower Extremities (La flebo- 
grafia per lo studio dell’insufficienza venosa cronica 
dell’arto inferiore). A. VENTURINI. Amn. ital. chir., 
1952, 29: 709. 

The author reviews the anatomy and the physio- 
pathology of the venous circulation of the lower ex- 
tremity in normal and pathological conditions, and 
outlines the various techniques of phlebography 
that were carried out on the patients at the Surgical 
Clinics of the University of Cagliari. 

The techniques of phlebography used were as 
follows: 

1. Direct phlebography was carried out percuta- 
neously or by directly exposing a vein when neces- 
sary. With the patient in a horizontal position, 20 
c.c. of a 50 per cent iodide solution were introduced 
into the vein under manual pressure over a period 
of 40 to so seconds. Roentgenograms were taken as 
the last few centimeters of contrast media entered 
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the circulation. The vein was then irrigated with 
normal saline solution. If the patient complained 
of severe pain, 10 c.c. of a 1 per cent solution of 
novocain were injected into the vein. Elastic 
bandages were then applied to exclude the super- 
ficial circulation in order to study the deep circula- 
tion or the communicating veins. 

2. Arterial phlebography was carried out by sur- 
gical exposure of the posterior tibial artery at the 
internal malleolus. Approximately 40 to 50 c.c. of 
a 50 per cent solution of contrast media were in- 
jected under manual pressure over a period of 50 
seconds. General anesthesia was required at times. 

3. Transmedullary phlebography was carried out 
through the tibia, fibula, or calcaneus. An incision 
was made 4 to 5 cm. superior to the malleolus and a 
sternal puncture needle was introduced obliquely 
into the medullary cavity by means of a mallet. 
Twenty cubic centimeters of a 50 per cent solution 
were introduced under manual pressure in approxi- 
mately 40 seconds. The transcalcaneal route was 
used by means of a needle that was introduced into 
the calcaneus posteromedially to a line drawn in- 
feriorly from the posterior surface of the external 
malleolus. 

4. Retrograde phlebography was carried out by 
directly injecting the femoral vein in Scarpa’s tri- 
angle with the lower extremity lowered 45 degrees 
from the horizontal. If the valves were working, a 
dilatation of the vein filled with contrast media was 
found 3 to 8 cm. from the injection site. 

In order to study the common femoral vein or the 
vena cava, the following methods were proposed: 
(1) direct phlebography by injecting the internal or 
external saphenous veins, (2) direct phlebography 
by injecting the femoral vein, (3) direct phlebog- 
raphy by using a cardiac catheter introduced into 
the internal saphenous vein, (4) phlebography by 
injecting the deep dorsal vein of the penis or clitoris 
(these veins were exposed surgically and approxi- 
mately 20 c.c. of a 50 per cent solution of contrast 
media were introduced over a period of ro seconds, 
and (5) transmedullary phlebography by injecting 
contrast media into the pubic bone, iliac crest, or 
greater trochanter. The pubic bone is entered 2 cm. 
from the symphysis, approximately 1 cm. below its 
superior border. The iliac crest is approached ap- 
proximately 4 to 5 cm. below the anterior superior 
iliac spine. 

These roentgenographic studies were carried out 
in cases of varicose veins, postphlebitic edema, 
thrombophlebitis, phlebothrombosis, thrombosis fol- 
lowing fractures, venous thrombosis associated with 
acute arterial thrombosis and thromboangiitis ob- 
literans, and elephantiasis of the lower extremities. 

Objections to the transmedullary route for phle- 
bography are the pain, the fact that general anes- 
thesia is required in a majority of the cases, and 
the fact that the method represents a direct surgical 
invasion of the medullary cavity. 

Direct phlebography was used in a majority of 
the cases observed. The superficial and deep circu- 
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lation was well demonstrated by this method. The 
intramedullary approach was superior in demon- 
strating both the deep and superficial circulation in 
only a slightly higher percentage of cases. The 
superficial circulation was visualized about equally 
well with all methods. The communicating veins 
were studied by the same methods after the appli- 
cation of elastic bandages. The valves of the deep 
circulation were best tested by direct injection of 
the femoral vein. FRANK W. PirrucELLo, M.D. 


Dynamic Phlebography (Phlébographie dynamic). J. 
ALFREDO FERREIRA, EDUARDO J. F. VILLAMIL, and 
Aucusto QO. Griruzzi. Presse méd., 1952, 60: 1755. 


The authors describe a technique of venography 
which they have employed in 200 cases. The patient 
is placed in the prone position on a specially con- 
structed roentgenographic table. By using lead 
shields it is possible to make two venograms in a 
short interval of time on the same plate. A segment 
of the short saphenous vein about 6 cm. below the 
knee is exposed by incision and catheterized with 
a plastic tube. This facilitates rapid injection of the 
contrast media which is essential for success. The 
tube is introduced for a distance of 2 cm. into the 
vein; if introduced further the saphenous system is 
sometimes visualized rather than the deep veins. 
The head of the table is elevated to an angle of 45 
degrees, and 20 c.c. of nitasom, nosylan, neoiopax, 
or umbradil are injected in 10 to 15 seconds. The 
first roentgenograph is obtained at the end of the 
injection. The patient is then asked to contract the 
calf muscles and a second roentgenograph is taken. 
The patient is then placed in a horizontal position 
and a second injection of 20 c.c. of the opaque media 
is made. Roentgenographs are then made of the 
thigh. When the catheter is removed a small sec- 
tion of vein is resected for histologic study. Often a 
biopsy of the skin is also done. 

FREDERICK W. Preston, M.D. 


Transmedullary Phlebography (La flebografia trans- 
medullo-ossea). Nicota DiocuarpI. Ann. ital. chir., 
1952, 29: 726. 

The authors review their experience with the 
transmedullary type of phlebography of the lower 
extremities. Two clinical cases are presented in the 
report. At present, the strongest indication for this 
method of study is the case in which superficial 
veins are not readily accessible for simpler methods. 

A small incision is made in the skin overlying the 
bony plateau to be utilized and, after the bone has 
been exposed and the periosteum retracted, a spe- 
cial screw is secured to the bone, care being taken 
that the screw is admitted perpendicularly to the 
surface of the bone and that the medullar cavity is 
entered and not traversed. The screw must be se- 
cure so that reflux into the soft tissues is avoided. 
A syringe is attached and the injections are begun. 
Neopielofanina, in concentrations as high as 75 per 
cent, is used in quantities varying with the area to 
be studied. Usually 30 to 40 c.c. are injected under 
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steady manual pressure and roentgenograms are 
taken as the final 4 to 6 c.c. of the media are in- 
jected. (From 40 to 60 c.c. are used to study the 
entire thigh area.) 

In the first case, that of a woman of 34 years, the 
patient had had pain in the-middle third of the right 
lower extremity. Since the extremity was markedly 
edematous and cyanotic, calcaneal transmedullary 
phlebography was carried out. The roentgenogram 
revealed a normal pattern in the superficial and 
deep circulation. 

The second case involved a 55 year old man who 
had undergone operative ligation of the left external 
iliac vein because of diffuse high grade varicosities 
of the entire left lower extremity. This case afforded 
an excellent opportunity to study the collateral cir- 
culation. The venous circulation was studied by cal- 
caneal transmedullary phlebography in two stages, 
9 days apart. The collateral pelvic circulation was 
well demonstrated. 

There were no untoward reactions noted in either 
of these patients. The authors believe that the 
dangers of osteomyelitis, generalized intoxication, 
and intolerance to the iodides can be obviated by 
careful surgical technique, injection, and skin test- 
ing for sensitivity. FRANK W. PrrruceEt1o, M.D. 


Experimental Studies on the Ligation of the Infe- 
rior Vena Cava (Ricerche sperimentali sulla lega- 
tura della vena cava inferiore). R. Rosst and M. 
SERVELLO. Ann. ital. chir., 1952, 29: 640. 


In recent years, it has been realized that an 
essential pathophysiological finding in cardiac de- 
compensation is hypertension of the inferior vena 
cava. This is followed by chronic vascular stasis in 
the entire body, which in turn interferes with visceral 
functions and causes renal congestion, stasis, electro- 
lyte imbalance, fluid retention, hepatic congestion, 
and interstitial edema. Experimentally, it was be- 
lieved that ligation of the inferior vena cava distal to 
the origin of the renal veins would relieve the local 
hypertension and thereby interrupt the secondary 
effects that result from renal insufficiency. When 
such a procedure is performed on a patient with 
cardiac decompensation there is observed only 
minimal peripheral edema and marked clinical im- 
provement immediately after surgery. In a second 
period, there is a return of all the preoperative signs 
and of symptoms of cardiac decompensation which 
are refractory to all forms of treatment. 

To explain these observations, the authors con- 
ducted a series of experiments on dogs. In group I, 
the inferior vena cava was ligated distal to the origin 
of the renal veins in 9 normal dogs. In group II, 
partial ligation of the wall of the supradiaphragmat- 
ic inferior vena cava was performed in 9 dogs. The 
conditions simulated those that result from hyper- 
tension of the inferior vena cava as seen in cardiac 
decompensation. In group III, ligation of the infe- 
rior vena cava distal to the origin of the renal veins 
was done after partial ligation of the supradia- 
phragmatic inferior vena cava. 
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Studies were conducted at various intervals up to 
120 days. At the end of the study period, arterio- 
grams of the collateral circulation were made by 
injecting diodrast in the femoral artery of an ex- 
tremity. At the same time a solution of china black 
was injected intravenously, the animal was sacri- 
ficed, and a roentgenogram was taken of the liver 
— was then fixed immediately for microscopic 
study. 

From the above experiments and studies, the au- 
thors concluded the following: 

1. Ligation of the inferior vena cava distal to the 
origin of the renal veins is not fatal for the normal 
dog. After an initial period of stasis and edema of the 
inferior extremities, a collateral circulation is estab- 
lished in about 20 to 30 days, adequate for the ani- 
mals to be up and about normally. 

2. Supradiaphragmatic stenosis of the inferior 
vena cava produces a venous hypertension that 
causes gradual development of a collateral circula- 
tion up to 20 days after operation. This collateral 
circulation is similar in anatomy to that produced in 
group I. The number of collateral rami and the 
caliber of the vessels were inferior to those of group 
I. The macroscopic and microscopic circulation 
through the liver was still deficient after a period of 
30 days in group II. 

3. In group III, the animals had minimal post- 
operative complications and the collateral circula- 
tion was complete in 15 days, in contrast to the in- 
complete collateral circulation at 30 days in group I. 
This demonstrates that the collateral circulation is 
already being developed in cardiac decompensation 
with elevated pressure in the inferior vena cava. 
Ligation of the vena cava distal to the renal veins 
in this condition allows this process of collateral 
vascularization to go on to completion. 

4. Ligation of the inferior vena cava in cases of 
cardiac decompensation produces only temporary 
relief of the symptoms by completing the develop- 
ment of the collateral circulation already started by 
the vena caval hypertension. 

5. The hepatic circulation is insufficiently re- 
stored, even 120 days after the operation. 

6. The immediate improvement following ligation 
of the inferior vena cava in cases of cardiac de- 
compensation is probably due to the already de- 
veloped collateral circulation. 

Rotanp A. ManrFrep1, M.D. 


Thromboembolism as a Result of Excessive or Defi- 
cient Neurohormonal Regulation (Die Throm- 
boemboli als Ergebnis ueberschiessender oder gehem- 
mter neuro-hormonaler Regulation). P. SEULBER- 
GER, H. Peters, and H. Doerinc. Langenbecks 
Arch. u. Dtsch. Zschr. Chir., 1952, 272: 470. 


In the belief that statistical investigations might 
throw new light on the etiology of thromboembolism, 
the authors made a study of some 16,000 case his- 
tories, including 377 cases of thromboembolism. It 
appears that central regulation plays a determining 
part. The significance of the sympathetic nervous 
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system during the postoperative period is explained. 
During the first period of shock, there is increased 
sympathicotonus, and during the second period of 
counterregulation, the parasympathicotonus domi- 
nates. In this period there is a tendency toward coag- 
ulation, dilatation of the vessels, and slowing of the 
peripheral circulation. Primarily, parasympathico- 
tonic patients are, therefore, in the greatest danger 
of thromboembolism. The sensitivity and reactivity 
of the sympathetic nervous system differ with age. 
Four groups have been distinguished with differences 
in the functional co-ordination of the sympathetic 
nerves, hormones, and physicochemical substrate. 
These four groups include (1) sympathicotonics (per- 
sons under 40 years of age); (2) parasympathicoton- 
ics (persons between 60 and 8o years of age); (3) per- 
sons of middle age (between 40 and 60 years) in 
whom the sympathic and parasympathic elements 
appear to be in competition with such a labile equilib- 
rium that excursions toward either side are possible; 
and (4) a group in which there is very slight reaction 
with excursions not reaching beyond the normal 
limits. This condition is seen chiefly in senile sub- 
jects. 

All 4 groups may be encountered in any age pe- 
riod. Females reach the involutionary stage earlier 
than males, and males with prostate conditions reach 
it earlier than normal males. 

The danger of thromboembolism is slight in the 
sympathicotonics who run a greater risk of hemor- 
rhage. In the sympathetic-labile group (40 to 60 
years), with excessive excursions in either direction, 
the dangers of thromboembolism and of hemorrhage 
may alternate. In the parasympathicotonics, the in- 
creased incidence of thromboembolism is due more to 
the primary level than to the extent of the excur- 
sions caused by the stimuli. Not only rhexis hemor- 
rhage but also diapedetic hemorrhage and thrombo- 
embolism may develop. 

In senile patients who react feebly, if at all, to 
stimuli, there is very little danger of thromboembo- 
lism. In all of these changes in the sympathetic 
nervous control, the body attempts to return to nor- 
mal as rapidly as possible. The effect of the various 
endocrine hormones is explained with reference to 
the part played during menstruation, during preg- 
nancy in females, and in prostatic conditions in 
males. Also involution and old age are of significance 
in this respect. Arterial hypertension may increase 
the tendency toward thromboembolism. Infection 
and complications constitute other stimuli, the latter 
having the predominating influence. It is the sever- 
ity of the disease or of the complications rather than 
the type or extent of the operation that will deter- 
mine the susceptibility to thromboembolism. In 
males there is a higher incidence of the condition fol- 
lowing general anesthesia, and in females following 
local anesthesia; this is attributed to the different 
attitudes of the two sexes toward these forms of 
anesthesia. A series of 27 tables and 12 charts is 
presented in the original article to illustrate the rela- 
tive significance of age, sex, body weight, social 
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standing, previous thromboembolism, cardiac condi- 
tions, pulmonary conditions, hernias, peptic ulcers, 
fractures, the types of operation and anesthesia, 
severity of complications, fever, early ambulation, 
previous operations, seasons, nutrition, and rural or 
urban residence. The low incidence in the tropics is 
attributed to racial and constitutional factors favor- 
ing sympathicotonus, rather than to dietary factors. 

A suitable test for determining the tonus and mode 
of reaction of the patient for timely recognition of an 
excessive or inhibited type of reaction is the rectal 
temperature. If the temperature falls following the 
operation and rises only insignificantly even on the 
following morning, the state of shock has still not 
passed, and the danger of thromboembolism persists. 
If the temperature rises abruptly after the operation, 
with an acute and sudden drop, this danger is also 
present. In these cases, the effort of the organism to 
regain its initial levels most rapidly has an unfavor- 
able effect. If the evening temperature falls below 
the morning temperature in the afebrile phase, the 
danger is Jikewise present. When reversal fails fol- 
lowing a rapid rise in temperature, there is danger of 
hemorrhage. In the sympathetic-labile subjects, the 
reaction to sympathetic stimuli may be too strong or 
abnormal. In parasympathicotonics with a low ini- 
tial temperature, thromboembolism is to be antici- 
pated. Previous “stress”? experiences diminish the 
effect of stimuli. Inhibition in the sympathetic- 
labile class also diminishes the danger of thrombo- 
embolism. But in parasympathicotonics such inhibi- 
tion may be counteracted with a resulting increased 
risk. Age and the hormone status likewise influence 
the significance of previous “‘stress.”’ 

It is suggested that the preoperative and postop- 
erative rectal temperature be recorded on a 3 week 
temperature chart. Axillary temperature and the 
daily fasting, resting blood pressure readings might 
yield additional information. These tests are simpler 
and cheaper than coagulation tests. 

As mentioned, the danger of thromboembolism in 
sympathicotonics is slight. In parasympathicotonic 
subjects, sympathetic stimuli such as early ambula- 
tion and massage may be used to combat parasym- 
pathicotonia. In this sense, too, the administration 
of sympatol and thyroxin is justifiable as a prophy- 
lactic measure. In the sympathetic-labile patients, 
these preparations may induce hemorrhage. The 
time of day of the administration of anticoagulation 
measures is of some significance, as well as the men- 
strual phase at the time of operation. 

The effect of penicillin on postoperative hemor- 
rhage and thromboembolism has been reported. It is 
emphasized that penicillin causes a brief increase in 
sympathicotonus. A sudden fall of temperature indi- 
cating reversal may lead to thromboembolism. In 
administering penicillin, the different states of tonus 
in the patient must be considered. In sympathico- 
tonics hemorrhages may develop, in the sympathetic- 
labile group hemorrhages and/or thromboembolism 
may develop, and in the parasympathicotonics 
thromboembolism may develop. 
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It is not believed that decomposition products re- 
leased into the circulation at operation have any 
significance in predisposing the patient to thrombo- 
embolism. It is the sympathetic regulation that 
plays the most significant part along with the pitu- 
itary-adrenal and pituitary-sex gland systems. Also 
the constitution of the patient, the type and severity 
of the illness, and the operative and postoperative 
course may, be of significance. Not only severe com- 
plications but even the tendency toward complica- 
tions may increase the danger of thromboembolism, 
except in the aged. Very sick patients, obese or 
emaciated subjects, patients of the middle class, pa- 
tients with cardiac conditions or varices, all of whom 
are likely to develop complications, show a greater 
predisposition to thromboembolism. A strong stim- 
ulus, likewise, increases the danger of complications 
and of thromboembolism. 

Epita SCHANCHE Moore, M.D. 


Therapeutic Considerations for Venous Thrombo- 
sis, Thrombophlebitis, and Postphlebitic Se- 
quelae (Indicazioni curative delle trombosi venose, 
delle tromboflebiti delle complicazioni e sequele post- 
flebitiche). Fotco GuGiretm1. Ann. ital. chir., 
1952, 29: 742. 

The author reviews the literature and summarizes 
his experience with thrombosis, thrombophlebitis, 
and their sequelae. He observed 12 cases of throm- 
bosis in the past 3 years. During this time 14 cases 
of thrombophlebitis and 6 cases of the postphlebitic 
syndrome were also encountered. 

The anatomic, clinical, and etiological factors are 
discussed. For thrombosis alone anticoagulant ther- 
apy is recommended, and for thrombophlebitis, 
novocain infiltration of the sympathetic system, 
antibiotics, and anticoagulants are recommended. 

Ligation and excision of the involved veins or 
simple ligation is recommended for the postphlebitic 
syndrome. Sympathetic surgery is also to be 
considered. Lucian J. Fronputt, M.D. 


RETICULOENDOTHELIAL SYSTEM 


Malignant Giant Follicular Lymphoma or Brill- 
Symmers Disease (Le lymphome giganto-follicu- 
laire malin ou maladie de Brill-Symmers). J. Bous- 
SER and J. FROMENT-DuprE. Sem. hép. Paris, 1952, 
28: 3888. 


Two cases of Brill-Symmers disease are described 
in detail with figures showing microscopic sections of 
the glands, the results of glandular and sternal punc- 
ture, and follicular hyperplasia of the spleen. A re- 
view of the literature reveals that some 200 cases of 
this disease have been reported since it was first 
isolated as an entity by Brill in t925. Most cases 
develop in the fourth and fifth decades of life, but 
the disease may occur at any age, and 0.8 per cent of 
the cases were in children under 10 years of age. The 
sex incidence is about equal. Malignant giant follic- 
ular lymphoma is probably the rarest of the malig- 
nant lymphomas. Clinically, there is a very slowly 
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progressing type with survival for 12 to 23 years and 
a rapidly progressive type with fatal outcome in 
from 1 to6 months. It is estimated that about 25 per 
cent of the cases are localized, the regions involved 
including single or multiple cervical glands, the 
spleen, gastrointestinal tract, nasopharynx, parotid 
gland, and eyes. In the localized forms cure has 
been obtained by surgical exeresis or radiotherapy. 
However, the remissions have been known to last 
from 4 to 6 years with eventual recurrence. The 
macroscopic and microscopic pathology of the 
primary stage of pure follicular hypertrophy and of 
the secondary stage of sarcomatous degeneration is 
described in detail. 

The diagnosis depends chiefly on glandular biopsy 
findings. The results of glandular and sternal punc- 
ture have prognostic but no diagnostic value. 

Once past the localized stage, the disease is ir- 
reversible and no curative therapy is known. The 
etiology is obscure, although various authors have 
emphasized the role played by chronic infection, 
toxic and allergic skin affections, and intoxications. 
The disease has never been produced experimentally. 

As a rule, if the disease is still localized, surgical or 
roentgen treatment may insure long remissions or 
possible cure. The roentgen ray dose recommended 
by different authors varies. Symmers recommended 
doses of 150 to 200 roentgens daily or every other 
day to a total of 800 to 1,000 roentgens; Uhlmann 
recommends 2,000 roentgens for small or medium 
growths and 3,000 roentgens or more for the larger 
lesions. There seems to be no accord as to the best 
dosage for the initial stage. 

In the 2 cases under discussion, some teleroentgen 
therapy was administered in the hope of reaching 
latent foci and thus preventing recurrence, but re- 
currences developed nevertheless after 3 to 5 months. 

Some authorities recommend postoperative ro- 
entgentherapy. The problem becomes more complex 
when the spleen is involved. If this organ is involved 
exclusively, splenectomy may be tried. It is sug- 
gested that it might be better to begin with cortisone 
or ACTH therapy, which might so improve the gen- 
eral condition as to permit radiotherapy. Frada 
reported interesting results with large doses of de- 
soxycorticosterone acetate (20 mgm. daily for 20 
days, then once a week for 1 month). There was a 
rapid retrogression of the adenopathy which was 
maintained for 6 months. 

In the stage of pure giant follicular hyperplasia, 
one may encounter a superficial glandular form of the 
disease, which may not be brought to the attention 
of the physician until the later stages since pain and 
fever as well as general symptoms are lacking. In 
cases in which the deep retroperitoneal and mesen- 
teric glands are involved, there is likely to be edema 
of the lower extremities and abdominal wall, vague 
neuralgic pains, ascites, and gastric distress. The 
liver is rarely involved and jaundice, when present, is 
of the obstructive type. Thoracic involvement is 
less common and has been observed in only 37 per 
cent of the cases (mediastinal glands), pleural ef- 
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fusions occurring in only 21 per cent of the cases. 
Otherwise pulmonary symptoms are extremely rare 
and of varied type. Involvement of the bones occurs 
in from 4 to g per cent of the cases and is found most 
frequently in the vertebrae, sternum, and long bones. 
The lesions are often latent and are discovered only 
on roentgen examination. Pain and spontaneous 
fractures have also been described. Cutaneous 
symptoms may include dermal or subcutaneous 
nodules, or nonspecific eruptions such as eczema, 
exfoliative dermatitis, fungoid mycosis, and more 
or less generalized pigmentation. Involvement of 
the nervous system is very rare. Radicular pain has 
been reported, but compression paralyses are un- 
usual. Unilateral exophthalmia has likewise been 
encountered because of invasion of the retrobulbar 
tissues. In very rare instances there is renal, utero- 
ovarian, mammary, prostatic, or testicular localiza- 
tion. 

With the exception of extremely rare instances of 
spontaneous retrogression, the course of the disease 
is usually progressive toward generalization and 
sarcomatous degeneration. Radiosensitivity is so 
marked as to have almost diagnostic significance. 
However, the apparently remarkable initial response 
to radiation is followed sooner or later by recurrence. 
During this giant follicular stage, death rarely occurs 
except as a result of cachexia or a localization in- 
compatible with life. Sarcomatous degeneration 


takes place after varying intervals of months or 
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years, and is indicated by loss of radiosensitivity 
and by histologic changes. The sarcomatous stage 
lasts only a few months. Anemia and fever soon 
appear and the patient dies of cachexia. With the 
rare possibility of spontaneous retrogression and 
prolonged remissions following radiotherapy, pa- 
tients with Brill-Symmers disease may survive 5 to 6 
years. The average survival is from 4 to 5 years. 
The various clinical forms in various locations are 
described in detail, followed by a detailed descrip- 
tion of anatomopathologic findings characteristic of 
both stages. 

The diagnostic significance of glandular and 
sternal puncture is discussed. The adenogram, al- 
though without diagnostic value, may offer valuable 
prognostic information. Also sternal puncture yields 
little diagnostic information. 

In the differential diagnosis one has to consider the 
specific adenitides, infectious mononucleosis and 
syphilis, and the various localizations of simple 
hyperplastic inflammation. The purely splenic forms 
may be recognized only on anatomic examination, 
and differentiation from primary sarcoma of the 
spleen may offer special difficulty. The etiology of 
this disease is unknown. The only known treatment 
for the generalized forms is radiotherapy, and for the 
localized form, surgery. It is suggested that possibly 
ACTH and cortisone may offer new therapeutic 
possibilities for these conditions. 

EpitH ScHANCHE Moore, 

















OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Rupture of the Heart During Cardiac Massage. 
Evtiott S. Hurwitt and BERNARD SEIDENBERG. 
Ann, Surg., 1953, 137: 115. 


An increasing awareness on the part of the medical 
profession of the possibility of salvage in cases of 
cardiac arrest is evident. The collected series of 350 
instances of cardiac massage recently cited by Cole, 
with recovery in 112 patients, is heavily weighted 
with references to reports in the recent literature. 
This total presumably is considerably less than the 
actual current over-all number, including a sub- 
stantial number of unreported cases. 

The recent apparent increase in the number of 
cases of cardiac arrest may be attributed in part to 
an actual increase in the frequency of occurrence of 
this situation, and in part to an increased awareness 
by anesthesiologists and surgeons of this as an ever- 
present danger. The rise in incidence of cardiorespir- 
atory catastrophes during or following operations 
may be related in some degree to the widening scope 
of modern surgery, including a more aggressive at- 
tack on the problem of neoplasia and recent develop- 
ments in the evolution of intracardiac procedures. 

The multiplicity of anesthetic agents currently 
administered in individual cases (the so-called ‘‘anes- 
thetic cocktail’), with particular reference to the 
muscle-relaxant drugs of the curare-like group, must 
at least share in this responsibility. 

Aortic embolectomy was accomplished in a 69- 
year-old woman with hypertensive, arteriosclerotic 
heart disease. Cardiac arrest occurred during closure 
of the abdominal wall. Attempted cardiac resuscita- 
tion was complicated by rupture of the right ven- 
tricle. The management of cardiac arrest and of 
myocardial injuries is discussed. 

W. Foster Montcomery, M.D. 


Ischemic Contracture, Local, in the Hand. Sterling 
BunneELL. J. Bone Surg., 1953, 35-A: 88. 


The author describes an entity which he calls 
‘“schemic contracture, local, in the hand.” The cause 
of this condition is decreased blood supply in the 
hand from enclosure in too tight a cast or dressing. 
The tightness may be over the whole limb or in part 
of it. Scars often accompany it. The same condition 
may occur in the foot. 

This entity is recognizable by the “intrinsic- 
minus” position of the hand. This may be tested by 
passively holding the metacarpophalangeal joints in 
extension, when the distal joints cannot be flexed, 
while the distal joints readily flex if the metacarpo- 
phalangeal joints are held in flexion. The main symp- 
tom is interference in opening the hand for grasping. 
Weakness, numbness, anesthesia, and poor nutrition 
in the tissues of the hand may also be present. 


SURGICAL TECHNIQUE 


297 


Prophylactic treatment consists in the avoidance 
of too tight casts or dressings, or their immediate 
correction if so found. Surgical correction consists in 
loosening the lateral bands of the fingers and opening 
the thumb cleft. This may be accomplished by strip- 
ping and advancing the interosseus muscles, or by 
discarding them and tenotomizing the lateral bands. 
It may also be necessary to sever the collateral or 
volar ligaments. The thumb cleft must be spread 
surgically, and the spread maintained by Kirschner 
wires or a bone block pinned between the metacarpal 
bones. Skin grafting may be needed to cover the 
surface. 

A summary of 25 cases of this entity is presented. 
Excellent results are difficult to obtain in this condi- 
tion, but marked improvement is secured in many 
instances. Excellent illustrations of the entity and 
tests for it are presented, as are details of the oper- 
ative care. Donatp C. Grist, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Problems with Trauma to the Hand. J. Epwarp 
Frynn. J. Bone Surg., 1953, 35-A: 132. 


Two problems in the treatment of hand trauma 
are presented. Indications for primary reconstruc- 
tion and closure, and for delayed reconstruction and 
closure in compound injuries of the hands form the 
first of these problems. The method of handling 
severed flexor tendons of the fingers when the site of 
injury is within a tight tendon sheath is the second 
one. 

The author’s classification of compound wounds 
of the hand is presented. Clean incised wounds are 
treated by primary closure if seen within 24 hours; if 
the tendon injury is outside the sheath primary su- 
ture is done within 24 hours and if inside the sheath, 
within 12 hours. Dirty incised wounds with com- 
plete débridement are treated by primary closure if 
seen within 12 hours, with primary suture of the ten- 
dons if seen within 8 hours. Dirty incised wounds 
with incomplete débridement are treated by delayed 
closure, without repair of the tendons. In clean 
avulsed wounds the limits are 12 hours for the 
wound, and 8 hours for the tendons. Dirty avulsed 
wounds are treated by primary closure of the wound 
in 12 hours and primary closure of the tendons with- 
in 6 hours, but avulsed tendons are not repaired. 
Dirty avulsed wounds with incomplete débridement 
are treated by delayed closure and covering of the 
vital surfaces, but without repair of the tendons. 
Clean crushed wounds are repaired primarily if seen 
within 12 hours, with repair of the tendons (if not 
crushed) in 12 to 6 hours. Dirty crushed wounds are 
repaired if seen within 8 hours, with suture of ten- 
dons (if not crushed) if seen within 6 hours. Dirty 
avulsed wounds with incomplete débridement are 
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given delayed closure with covering of vital struc- 
tures, but without tendon repair. In all cases there 
must be no evident inflammation. 

It is believed that the use of antibiotics has in- 
increased considerably the time interval within 
which primary repair may be done. A total of 618 
patients with compound injuries of the hand were 
treated within a period of 3 years. In this series, 5 
patients developed postoperative sepsis. 

The second problem is concerned with the man- 
agement of lacerated flexor sublimis and profundus 
tendons at a point between the distal palmar crease 
and the middle of the middle phalanx. It is at this 
area that the results of tendon repair were the poor- 
est. In the repair of this injury, the authors incise 
the tendon sheath throughout its length, remove the 
sublimis tendon, and repair only the flexor profundus 
tendon. Even with this procedure, results were not 
good. In their series results were good in 16 per cent, 
fair in 33 per cent, and poor in 51 per cent. The type 
of suture technique appeared to have little effect on 
the end result. 

In view of these findings the authors believe that 
primary grafting of tendons should be considered as 
the method of repair in this location. Eleven pa- 
tients were so treated, and good to fair results were 
obtained in 9 of the patients. In the author’s opin- 
ion, the value of the procedure will have to await 
further experience. Donatp C. Gest, M.D. 


Recent Aspects of Treatment of Fresh Burns 
(Neuere Gesichtspunkte in der Behandlung des 
Frischverbrannten). M. ALLGOWER. Helvet. chir. 
acta, 1952, 19: 380. 

Following a brief description of the immediate 
reaction of the body to burns by a diminished blood 
volume which, if not corrected spontaneously or 
therapeutically, leads to paralysis of the arterioles 
and irreversible shock, the role of the liver toxins 
and renal failure is discussed. It has been definitely 
established that the so-called “crush” kidney can 
be avoided by proper maintenance of the circulation. 

The so-called “law of nines” is of aid in estimating 
the extent of the burn. Thus: 


Right Left 
Head and neck 10% 
Upper extremity 9% 9% 
Trunk 36% 
Lower extremity 18% 18% 


Burns involving more than 50 per cent of the body 
surface offer little chance of survival. 

It is extremely difficult to determine the degree of 
burn. One of the best aids in evaluating the degree 
of shock is observation of the hourly flow of urine by 
means of an indwelling catheter. Also careful ob- 
servation of the peripheral blood concentration is 
indicated. Extremes of age and involvement of the 
respiratory tract render the prognosis less favorable. 
Pain is combated with morphine, and blood speci- 
mens are taken to determine the blood group, hemo- 
globin, residual nitrogen, alkaline reserve, total 
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bases, and potassium. Plasma infusions are ad- 
ministered until proper blood for transfusion can be 
prepared. The indwelling catheter is introduced to 
determine the hourly flow of urine, the critical level 
being at 25 c.c. per hour. Blood transfusion should 
be given as soon as possible, then chemotherapy and 
tetanus prophylaxis. The patient is given Haldane 
solution to drink and, once shock is controlled, local 
open treatment can be applied. From 4 to 6 hours 
after admission, the infusion plan for the first 24 
hours is submitted and carried out according to E. I. 
Evans’ method. During the first 24 hours the in- 
fusion should not exceed 8 to 10 liters. 

Full blood transfusions are recommended be- 
cause there is considerable loss of red corpuscles 
(43%). Apparently damaged red corpuscles may 
clog the blood vessels. The blood concentration is 
frequently less than indicated by hematocrit evalua- 
tion of the total blood. Since albumin leaves the 
circulation more rapidly in the presence of injured 
vessels, the volume-filling property of the red cor- 
puscles as well as their oxygen-carrying function 
plays a significant role. The American Research 
Council found no definite indication for the use of 
ACTH and cortisone in the immediate shock follow- 
ing burns. However, a subsequent insufficiency of the 
adrenal glands might offer such an indication. 

The local treatment for burns of the first degree 
offers no difficulties. No ideal method for the treat- 
ment of third degree burns is known at present. The 
advantages of the “exposure method”’ are stressed. 
The patient is placed in bed without cleansing or 
sterile dressings, and protected from contact with 
the bed linens by arches. Burned extremities are 
elevated, keeping only the hands in pressure band- 
ages to prevent excessive edema. The rapidly dry- 
ing crusts seem to relieve pain and no change in 
dressings is required for the first 8 days. Fever is 
usually less severe in cases treated by this method 
and the patients seem to require fewer blood trans- 
fusions and less analgesics. Less injury is done to the 
rests of undamaged epithelium. Also plastic proce- 
dures are less frequently necessary. After the first 8 to 
10 days, the patients treated by the “open method” 
progress about the same as those treated by other 
methods. The chief advantage of the method is that 
it concentrates attention on the general condition of 
the patient and yields about equal results in the first 
days, while necessitating no radical measures. Con- 
stant observation is imperative. 

EpitH SCHANCHE MOORE 


The Treatment of Tetany in Infancy (Considera- 
zioni sulla terapie del tetano nell’infanzia). E. Szca- 
GNI and S. BARBERO. Minerva med., Tor., 1952, 2: 
1085. 


The authors review their experience with tetany 
in infancy during the period from 1947 to 1952. 

The general program in all of their cases consisted 
of treatment with tetanus antitoxin, penicillin, 1 per 
cent phenol, and sedation. Treatment with phenol, 
fever therapy, and ether enemas is reviewed. 
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Nineteen cases of tetany in children are reviewed, 
6 neonatal and 13 in infancy. 

In the neonatal group the time of birth was con- 
sidered the time of infection. All of the infants were 
seen after a 5 to 7 day incubation period, 3 on the 
first day of illness, 1 after 2 days, and 2 after being 
ill for 3 days. Five of the 6 died a few hours after 
being seen. The authors believe that the short incu- 
bation period is related to the severity of the disease, 
and have been unable to find a cure reported in a 
case with an incubation period of less than 6 days. 
The 1 infant that survived had a 6 day incubation 
period. 

The 13 children ranged from 2 to 11 years of age. 
Two were seen on the first day of their symptoms, 
4 on the second, 4 on the third, 2 on the fourth, and 
1 child on the sixth day. The incubation period 
varied from 4 to 25 days. Nine of this group died; 
3 were Cischarged against advice. Excluding the 
latter group, the mortality rate was 10 per cent. 

The value of the parenteral injection of a 1 per 
cent solution of phenol is emphasized. The dosages 
ranged from 100 to 500 gm. daily, varying with the 
age and weight of the patient. 

GeorcGE Narpi, M.D. 


Neurological Complications Following Antirabies 
Vaccination. E. APPELBAUM, M. GREENBERG, AND 
J. Netson. J. Am. M. Ass., 1953, 151: 188. 


A summary of experience in 36 cases of encephalo- 
myelitis following vaccination with rabies virus is 
presented and the clinical and epidemiological as- 
pects of these complications is discussed. 

There were no deaths, and the time relation be- 
tween the onset of the neurological] complications 
and the first injection of the antirabies varied from 
8 to 21 days after the initial injection. The shortest 
interval between the injection and the onset of neu- 
rological involvement was 6 days and the longest, 
45 days. 

The clinical picture varied, depending upon the 
type of neurological involvements, and the three 
types observed were encephalitic, dorsolumbar mye- 
litic, and neuritic. In the majority of cases the spinal 
fluid was clear, with an increase in cells, predomi- 
nantly lymphocytes. The protein content was general- 
ly elevated and the sugar content was normal. The 
cultures were sterile. 

The clinical course was usually short and recovery 
occurred in from 1 to 2 weeks. No specific treatment 
was found for these complications. The use of corti- 
sone and corticotropin requires further investigation. 

Observations on the relationship of the paralytic 
accident to the number of injections revealed that 
the risk of accident, namely, complications following 
antirabies vaccinations, was greater for those re- 
ceiving a full course of treatment than for those who 
received 7 or fewer injections. The treatment with 
rabies vaccine was worth the risk of postvaccinal en- 
cephalomyelitis, since in their series of 707 persons 
bitten by rabid animals, treatment saved between 
33 and 104 human lives. 
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The criteria for the use of vaccine have been pre- 
sented. It is believed that treatment with anti- 
rabies vaccine for persons who have touched or play- 
ed with a rabid animal, or have been scratched, is 
usually not necessary. It is advised for persons who 
actually have been bitten. 

The Department of Health in the city of New 
York advised antirabies vaccination only after a 
bite by a rabid animal, by a suspiciously rabid ani- 
mal until its status has been determined, or by a 
stray dog that cannot be apprehended. Known dogs 
or cats that bite humans are observed for 1 to 2 
weeks and unless rabies develops in them, no treat- 
ment is advised. No treatment is advised after 
squirrel bites or after bites by rats or other animals, 
since no cases of rabies have been found amongst 
them. 

It was thought that antirabies vaccine that does 
not contain brain tissue would probably eliminate 
the danger of encephalomyelitis. It was pointed out 
by the authors that the Pasteur treatment or its 
modifications are not the complete answer to the 
prevention of rabies in man; some form of vaccine 
still appears to be the best method available. Thus 
it was suggested that a vaccine be developed which 
would be sufficiently potent to be of value and to 
eliminate, if possible, admixture of brain tissue to 
avoid complicating encephalomyelitis. 

Joun E. Karasin, M.D. 


ANESTHESIA 


An Analysis of 166 Observations of Controlled Hypo- 
tension (Analyse de 166 Observations d’hypoten- 
sion controlée). ERNEST KERN, MARIA SCHWARTZ, 
LypIE BATAILLE, and JANINE ESPINASSE. Anesthé- 
sie, Par., 1952, 9: 327. 

In 139 of 166 cases of anesthesia in which the 
method of controlled hypotension was used bleeding 
was markedly diminished and in 27 cases it was 
slightly diminished or unaffected. Most of the opera- 
tions were orthopedic procedures (operations on the 
spinal cord, extremities, or hip). In addition there 
were 13 neurosurgical procedures, 7 thoracotomies, 
22 operations on the head and neck, and 2 Wertheim 
hysterectomies. Ages of the patients ranged from 8 
to 74 years. All patients were in good general con- 
dition except a few with thoracic conditions. 

Pentamethonium iodide was used in 29 cases, 
hexamethonium bromide in 68 cases, hexamethoni- 
um iodide in 66 cases, and 9295C (pendiomide) in 3 
cases. The effect of penta and hexamethonium salts 
seemed to the authors to be identical (contrary to 
opinions in the British literature). 

The ideal level of arterial pressure during anes- 
thesia is from 50 to 70 mm. of mercury. 

Advantages of the technique are that difficult 
dissections become relatively easy in a dry field, the 
length of the operation is shortened, blood loss is re- 
duced to a minimum, and the necessity for trans- 
fused blood is reduced. 

The average blood loss for 30 cases of laminec- 
tomy, removal of protruded intervertebral disc, and 
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bone graft was 160 c.c. under hypotensive anesthesia. 
In a similar group of 30 operations without hypo- 
tension the loss averaged 750 c.c. 

An analysis of the 27 cases in which bleeding was 
unaffected or only slightly reduced showed that in 16 
there was no reduction in bleeding, in spite of hypo- 
tension. In 11 cases the ganglion blocking agents 
failed to lower the arterial pressure or lowered it for 
too short a time. In about half of the patients in 
whom the method was ineffective there was an in- 
crease in the pulse rate. 

Some patients are resistant to ganglion blocking 
agents, and in 2 there was no drop in pressure in 
spite of 100 mgm. of hexamethonium in 1, and in spite 
of 200 mgm. of pendiomide in the other. 

In 2 patients bleeding was increased rather than 
reduced by the hexamethonium. 

No accidents occurred as the result of hypotensive 
anesthesia and only one complication directly at- 
tributable to the method occurred, an immediate 
postoperative hemorrhage. In addition there were 
6 thromboembolic complications during the post- 
operative course, 5 cases of thrombophlebitis of the 
lower extremity, and 1 nonfatal pulmonary embolus. 
The authors do not believe that this type of anes- 
thesia affects the incidence of postoperative throm- 
bophlebitis. FREDERICK W. Preston, M.D. 


Reduction of Bleeding by the Technique of Con- 
trolled Hypotension. A Study of 72 Cases of 
Which 45 were Pelvic Operations (La diminution 
du saignenent par la technique de I’hypotension 
controlée. Etude de 72 observations dont 45 en chir- 
urgie pelvienne). J. LASSNER. Anesthésie, Par., 
1952, 9: 341. 

Hypotensive anesthesia was used in 72 cases. 
Hexamethonium iodide (haxatide) was used in 18 
cases (25 to 75 mgm.), pentamethonium iodide 
(antilusin) was used in 20 cases (25 to 75 mgm.), 
hexamethonium bromide (vegolysen) was used in 4 
cases (25 to 30 mgm.), and other preparations were 
used in 3 cases. 

Forty-five of the operations were pelvic procedures 
(including 26 prostatectomies). There were 9 opera- 
tions on the head or neck, 8 on the lumbar spinal 
cord, 6 on the lower extremities, and 4 on the hip. 

Of the 45 patients who were subjected to pelvic 
operations all were more than 50 years of age and 14 
more than 70 years old. Fifteen patients had hyper- 
tension and g were considered poor operative risks. 

The method was not used for patients who had 
clinical or electrocardiographic signs of coronary 
insufficiency. Considering the age of the patients 
and their general medical status it is remarkable that 
no complications of surgery occurred. 

The induction of anesthesia is done with pentothal 
(o.1 to 1.1 gm.). An intratracheal tube and a closed 
or semiopen system is used. 

The curarizing agent employed was tubocurarine 
(10 to 27 mgm.) in 28 cases, flaxedil (60 to 90 mgm.) 
in 8 cases, decamethonium (3 to 6 mgm.) in 6 cases, 
and succinylcholine (20 to 100 mgm.) in 3 cases. 


The length of the operations was less than 1 hour 
in 8 cases, 1 to 2 hours in 26 cases, 2 to 3 hours in 5 
cases, and more than 3 hours in 6 cases. 

The amount of transfused blood necessary to keep 
the patient in good condition was less than 50 per 
cent of the amount ordinarily used for patients not 
under hypotensive anesthesia. 

For the 26 patients who had prostatectomies the 
maximum arterial pressure during hypotensive 
anesthesia was less than 50 mm. of mercury in 5 
cases, between 50 and 80 mm. in 12 cases, between 80 
and roo mm. in § cases, and above 100 mm. in 4 
cases. The quantity of blood lost during these op- 
erations varied from 25 to 700 c.c. (average 136 c.c.). 
This is compared to 30 prostatectomies done with- 
out hypotension in which the blood loss varied from 
75 to 1,500 c.c. (average 425 C.C.). 

There was only 1 case of postoperative bleeding 
and this was attributable to excessive bladder lavage 
following prostatectomy rather than to hypotensive 
anesthesia. No patients developed anuria, throm- 
bosis, or symptoms of the central nervous system. 

FREDERICK W. PRESTON, M.D. 


Evaluation of Trichlorethylene as an Anesthetic 
and Analgesic Agent. Wittram K. NowlItt, C. 
RONALD STEPHEN, and Paut W. SEARLES. Arch. 
Surg., 1953, 66: 35. 

The analyses of 1,032 patients who received tri- 
chlorethylene were studied, along with experimental 
animals, from the standpoint of possible abnormali- 
ties in physiology induced by this drug, and its clini- 
cal usefulness. 

The authors found no apparent adverse effect on 
renal or hepatic function or structure. In vapor con- 
centrations below 0.5 per cent, trichlorethylene pro- 
duced little or no abnormality in the cardiac rhythm, 
but in concentrations above o.5 per cent, cardiac 
arrhythmias consisting of unifocal and multifocal ven- 
tricular extrasystoles, bigeminal and nodal rhythms, 
and simple sinus bradycardias were seen. These ar- 
rhythmias were seldom apparent clinically and only 
occasionally did they decrease the systemic blood 
pressure. There were no deaths during the anesthesia 
and no deaths in the postanesthetic state which were 
related to the drug. There was no serious cardiac 
dysfunction noted in any of these cases. Safe levels 
of trichlorethylene appeared to be 0.5 per cent vapor 
concentration or less. This was below the level pro- 
ducing tachypnea which is a definite indication of 
excessive trichlorethylene vapor concentration. 

The drug did not appear to induce either respira- 
tory or metabolic acidosis. It did appear to increase 
the cerebral blood flow moderately. 

Analgesia with trichlorethylene-air for the first 
stage of labor and for short painful procedures ap- 
peared to be satisfactory and useful. When com- 
bined with regional anesthesia or alone it could be 
used for terminal labor. The transient and inter- 
mittent self-administration by the patient of vapor 
concentrations of trichlorethylene above o.5 per cent 
may be safe, since the patient releases the mask as 
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soon aS unconsciousness is attained. High blood 
levels were therefore prevented. Amnesia was found 
to be excellent. The newborn were not depressed un- 
less higher concentrations were utilized continuously 
for more than 15 minutes or combined with larger 
amounts of narcotic or sedative drugs. When com- 
bined with nitrous oxide-oxygen, trichlorethylene 
appeared to produce successful light general anes- 
thesia for terminal labor. 

As a supplemental agent, trichlorethylene can be 
successfully combined with thiobarbiturates, nitrous 
oxide, and muscle-relaxing drugs. 

As a word of warning, trichlorethylene is an anal- 
gesic agent and should be used for that purpose; it 
should not be used as a primary anesthetic agent. 

Joun E. Karasin, M.D. 


Clinicopathologic Studies Associated with Xenon 
Anesthesia. Cuar es B. PitTINGER, JAcK MOyERs, 
Stuart C. CULLEN, RoBErRT M. FEATHERSTONE, and 
Erwin G. Gross. Anesthesiology, 1953, 14: 10. 


The anesthetic properties of xenon were establish- 
ed in reports published one year ago. The potency of 
the gas was stated to be at least equivalent to that of 
ethylene. The present limited study was made to 
determine the clinicopathologic changes associated 
with xenon anesthesia in human beings. The subjects 
were 5 good risk patients undergoing elective in- 
guinal hernioplasties. 

Comparative tests made before and during xenon 
anesthesia provided data for the present report. The 
results of blood counts and hemodynamic studies 
were essentially the same before and during anes- 
thesia. A definite downward trend in the platelet 
count was attributed to causes other than the anes- 
thetic agent. Differential leucocyte counts showed 
a relative increase in the number of segmented cells 
in 3 of the 4 patients on whom these determinations 
were made. This trend is consistent with findings for 
commonly used inhalation agents. The changes in 
blood concentration of calcium, phosphorus, creatin- 
ine, nonprotein nitrogen, urea nitrogen, and sodium 
were either erratic or of very low magnitude. The de- 
creased metabolic activity rather than a specific ef- 
fect of xenon may account for lowering of serum 
potassium levels. In contrast to reported changes 
with many anesthetic agents, this study shows no 
rise, but rather a suggested fall in plasma sugar with 
xenon anesthesia. 

The only striking change, in a comparison of urin- 
alyses, was the increased number of white cells ap- 
pearing during anesthesia. This was attributed to 
the presence of indwelling catheters. No consistent 
changes occurred in either the urinary output or the 
urea clearance. Blood pressure and respiratory rates 
were not appreciably altered during xenon anes- 
thesia. Electrocardiographic studies showed no pre- 
disposition toward arrhythmias. A tendency toward 
relative bradycardia was observed. 

In this study xenon anesthesia was associated with 
a minimal disturbance of the physiologic processes 
examined. Mary Frances Pog, M.D. 
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Hexamethonium in Neurosurgery (L’hexaméthon- 
jum en neurochirurgie). G. Vourc’H. Anesthésie, 
Par., 1952, 9: 376. 

Nineteen neurosurgical procedures were done 
under hypotensive anesthesia with hexamethonium 
(C6) as the hypotensive agent. Eighteen cases were 
intracranial tumors (including 16 vascular tumors), 
and 1 case was an extradural hematoma. In 16 
other operations during the same period hypotensive 
anesthesia was considered contraindicated; 6 of 
these operations were cervical cordotomies and 10 
were done on cerebral tumors. 

Hypotensive anesthesia is suitable only for pa- 
tients who are in good general condition. It is con- 
traindicated in arteriosclerotic patients who have 
had episodes of cerebral or coronary thrombosis, and 
in patients with renal disease. 

Of utmost importance to the neurosurgeon are: 
a patent airway at all times, avoidance of vomiting, 
and avoidance of respiratory depression. Since 
neurosurgical procedures are often long, it is impor- 
tant to reduce the period of hypotension to a mini- 
mum. Injection of the agent can be delayed until 
after the flaps are elevated. Because of the possi- 
bility that C6 may produce cerebral ischemia if 
given to a patient with increased intracranial pres- 
sure, it is preferable to withhold the drug until after 
the cranium is open. 

The method is particularly useful in operations 
on intracranial aneurysms, angiomas, and meningi- 
omas. For these lesions a short period of profound 
hypotension enables the surgeon to accomplish in a 
few minutes a task that otherwise would take much 
longer or might be impossible. 

FREDERICK W. PrEsTON, M.D. 


Preliminary Results with Hexamethonium in An- 
esthesia for Surgery of the Heart (Premiers ré- 
sultats de l’usage de l’hexaméthonium au cours des 
interventions de chirurgie du coeur). N. Du Bov- 
cHET, B. I. Latscwa, and J. PASSELECQ. Anesthesia, 
Par., 1952, 9: 361. 

Hexamethonium was used for hypotensive anes- 
thesia in 17 operations on the heart. Five operations 
were done for aortic stenosis. There were 5 mitral 
valvulotomies, 2 valvulotomies for pulmonary ste- 
nosis, 3 operations for the tetralogy of Fallot, 1 
pericardiectomy, and 1 operation for ligation of a 
patent ductus. 

The authors hesitated to use this type of anes- 
thesia for operations on the heart because of warn- 
ings in the British literature that hypotensive 
anesthesia was contraindicated in open operations 
on the thorax. In the past the authors employed high 
spinal anesthesia in operations on decompensated 
cardiac patients for ligation of the inferior vena 
cava. This type of anesthesia produced hypotension 
similar to that obtained with hexamethonium salts. 
Both agents paralyze the vasoconstrictor nerves. It 
seemed to the authors that if high spinal anesthesia 
could be used for operations on cardiac patients, 
hexamethonium compounds would also be safe. 
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A pentothal (1%) induction is used and is com- 
bined with ether and curare. Intratracheal intuba- 
tion is essential. Continuous electrocardiography 
during anesthesia is important. By this method one 
can detect myocardial ischemia sooner than by 
other methods and promptly institute appropriate 
remedies. 

Two rules are observed when hexamethonium is 
used: (1) small doses are to be used (the initial dose 
in an adult does not exceed 0.01 gm.), and (2) the 
position of the patient is not changed during the 
operation. 

Hexamethonium does not correct cardiac arrhyth- 
mias which existed prior to the operation, but it 
tends to prevent the development of arrhythmias 
during operation. 

Although the authors have not made exact mea- 
surements, they have the impression that pulmonary 
edema in patients with mitral stenosis becomes less 
severe during the period of hypotension. 

Three postoperative deaths, unrelated to the 
anesthesia, occurred following 17 operations on the 
heart. FREDERICK W. Preston, M.D. 
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SURGICAL INSTRUMENTS AND APPARATUS 


A Compatible Solution for Administration with 
Blood. Donatp F. BuscHLE AND MEYER SAKLAD. 
Anesthesiology, 1953, 14: 53- 


The authors describe their experience with an 
intravenous solution, the administration of which 
does not cause clumping when given with blood, 
yet keeps the administration of sodium chloride to 
a minimum and at the same time satisfies some of 
the patient’s caloric requirements. Laboratory 
evidence showed that a solution of*o.09 per cent 
salt in 5 per cent dextrose provided an agent 
which is sufficiently safe to use clinically. 

The use of such a solution as a substitute for 
saline results in a patient’s receiving but 0.9 gm. 
of the sodium chloride per liter in contrast with 
8.5 gm., which would be received from 1,000 c.c. 
of normal saline solution. This solution has been 
employed with considerable satisfaction and is 
recommended to spare the patient from unneces- 
sary intake of sodium chloride. 

Mary FRANCES Pog, M.D. 
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ROENTGENOLOGY 


Carcinoma of the Breast: Roentgenographic Tech- 
nique and Diagnostic Criteria. J. GErRsHON- 
COHEN and HELEN INGLEBY. Radiology, 1953, 60: 
68. 


Roentgen examination of the breast is an im- 
portant method of diagnosing malignant neoplasms. 
The shortcomings of the method are principally 
technical. The examination should be done with 
care to have the breast in close contact with the film, 
in either a tangential or lateral projection. Non- 
screen films should be used, with 30 to 38 kv., 200 
to 400 ma., fine focus tubes, and 30 to 75 cm. target 
film distance, in accordance with the proximity of 
the tumor to the film. Repeated films are often 
necessary to determine optimum exposure factors, 
as even 1 to 2 kv. make a difference in this range. 

The primary diagnostic x-ray criteria of malig- 
nancy are as follows: 

1. The size of tumor is smaller in the film than 
that determined by palpation. 

2. The radiopacity of a malignant tumor is 
greater than that of the surrounding tissues. 

3. The margins of a malignant tumor are ir- 
regular, tentacled, and spiculated. 

4. The perifocal tissues in the tumor bed of a 
malignant growth are blurred and distorted. 

The secondary criteria are: 

5. Alterations in the position of the nipple. 

6. Local or diffuse thickening of the skin, some- 
times with retraction. 

7. Accentuation of the trabeculae. 

8. Increased vascularity in the parenchyma and 
subcutaneous fat. 

“Tn the hands of an expert, and granted adequate 
technique, a reliable roentgenologic diagnosis may 
be expected in go to 95 per cent of cases.” 

Lois Cowan Co ttins, M.D. 


Bronchography in Chronic Lobar Collapse. RicHArp 
C. Boyer. Am. J. Roentg., 1953, 69: 28. 


The rearrangement of the bronchial pattern which 
follows lobar collapse or lobectomy can be demon- 
strated most satisfactorily by bronchography. In 
many instances the correct diagnosis can be made on 
the basis of plain films, bronchoscopy, or laminog- 
raphy. In some cases, however, the rearrangement 
of lung to compensate for the decreased volume of 
the involved lobe or lobes so distorts the bronchial 
system that the diagnosis cannot be made by these 
means alone, and in such cases bronchography is of 
definite value. 

The diminution in volume which occurs in any 
lobar collapse or resection always causes some alter- 
ation in the course of the bronchi of the remaining 
portion of the lung, and the degree of such alteration 
is proportional to the amount of diminution in .vol- 
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ume. The most confusing pictures occur in cases of 
left upper lobe collapse or resection, and further 
confusion may be caused by pleural adhesions or 
fluid, and large intrapulmonary masses. 

The typical bronchial patterns associated with 
collapse or resection of each lobe are described on the 
basis of 350 bronchial lipiodol studies made at the 
Ochsner Clinic and Ochsner Foundation Hospital, 
New Orleans, between 1942 and 1949. 

The bronchograms proved useful in demonstrating 
lobar atelectasis not suspected on the plain films 
because the opacities were small, in localizing the 
sites of obstruction of the bronchi not visible by 
bronchoscopy, and in demonstrating bronchiectasis 
in the atelectatic lobes. These studies were also help- 
ful as a preliminary to operation by demonstrating 
the exact location and extent of bronchiectasis. In 
this respect the importance of careful technique in 
filling all lobes is emphasized. The lipiodol was not 
found to be any hindrance to further observation, 
nor was it found to be any disadvantage when sur- 
gery was done within a few days after the examin- 
ation. Lots Cowan Cottins, M.D. 


Thoracic Aortography After Direct Puncture of the 
Aorta from the Jugulum. INcMAR WIcKBoM. 
Acta radiol., Stockh., 1952, 38: 343. 


A new technique of thoracic aortography is pre- 
sented, in which the aorta is punctured directly by 
approach through the right suprasternal fossa. 

The advantage over other procedures designed to 
accomplish the same objective are: (1) simplicity, 
(2) speed of performance, and (3) elimination of 
vascular ligature. 

Injection of the contrast medium directly into the 
aorta avoids dilution of the dye, permits a more ac- 
curate examination of the vessel, and obviates the 
superimposition of contrast shadows of other ves- 
sels, which is a condition that obtains with the in- 
direct methods. Such circumstances are of particu- 
lar advantage in the investigation of coarctation of 
the aorta in which accuracy of interpretation of the 
collateral circulation is especially enhanced, and in 
patent ductus arteriosus in which the communica- 
tion between the aorta and pulmonary artery is more 
clearly demonstrated. The patent ductus arteriosus 
itself may often be clearly visualized. 

The advantage over the catheter method is that 
ligation of the radial artery is not necessary, a pro- 
cedure which in some cases is attended by sensations 
of numbness on the occasion of exposure to cold 
weather. Also, the catheter method cannot usually 
be used should a further examination be required. 
The disadvantages are the risks of hematoma forma- 
tion and extravascular deposition of contrast me- 
dium. The risk of hematoma formation may be de- 
creased by making an oblique puncture of the vessel 
wall. 
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The examination is made with the patient in the 
supine position, preferably, but not necessarily, 
under general anesthesia. A needle of 12 to 13 cm. in 
length and 1.8 mm. in diameter is used for the punc- 
ture. Introduction of the needle is made above the 
right clavicle just lateral to the common carotid ar- 
tery. The needle is directed almost parallel to the 
common carotid artery until the pulsation of the 
aorta is felt; the wall of this artery is punctured and 
the needle is advanced another centimeter. As soon 
as apnea is effected, the contrast medium is injected 
(30 to 40 c.c. of dijidon 70 per cent—an equivalent 
of diodrast) in about 3 seconds. 

The camera used takes ro pairs of films (30 by 40 
cm.) in to seconds. 

A series of 8 such punctures was performed with- 
out technical difficulty. Two of the patients devel- 
oped mediastinal hematomas, which were demon- 
strated roentgenologically. One disappeared com- 
pletely in 2 days, the other in about a week. The 
hematomas were associated with mild symptoms. 
The first procedure of the series was performed under 
local anesthesia; all others were done under gen- 
eral anesthesia. One patient had a serious reac- 
tion and died the following day from circulatory in- 
sufficiency. The complication was believed to have 
been caused by the contrast medium rather than by 
the puncture itself. Epwarp D. Hupack, M.D. 


Pneumomediastinum: Technique and Findings. V. 
PETTINARI and M. BaccaGLinti. Scientica med. ital., 
1952, 2: 239. 

Pneumomediastinum can be performed simply 
and without hazard to the patient, even as an out- 
patient procedure, by the injection of gas in the pre- 
sacral area according to the same technique which is 
in more common use for retropneumoperitoneum. 
In the majority of patients, this technique is satis- 
factory for demonstration of the mediastinal struc- 
tures. In some cases, in which the passage of air 
through these retroperitoneal or mediastinal spaces 
is prevented for one reason or another (neoplasm, 
inflammation, adhesions) the anterior mediastinum 
can be very well filled by the injection of air into the 
mediastinum through a needle inserted directly be- 
low the xyphoid apophysis and directed upward. The 
latter method is somewhat more delicate, as punc- 
ture of the pericardium and heart must be avoided. 

Pneumomediastinum is of value for demonstrating 
the external contours of all mediastinal structures: 
the blood vessels, trachea, esophagus, pericardium, 
and the lymph nodes. It has been used to advantage 
to demonstrate cardiovascular anomalies, mediastin- 
al neoplasms, hyperplasia and neoplasm of the thy- 
mus, enlargement of the lymph nodes of the medias- 
tinum, involvement of the mediastinum secondary 
to inflammatory disease of the lung and also secon- 
dary to neoplasm. In the authors’ experience the 
surgical procedure confirmed the findings by this 
method of examination in all cases in which surgery 
was performed. Lois Cowan Cottins, M.D. 
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Tomography Applied to the Posterior Pheumome- 
diastinum in the Diagnosis of Diseases of the 
Mediastinum. S. LENTINI. Scientica med. ital., 
1952, 2: IgI. 

The combination of pneumomediastinum and 
tomography offers the advantages of better roent- 
genological contrast and the elimination of super- 
imposed structures in the study of the contents of 
the mediastinum. 

Pneumomediastinum can be done relatively easily 
by the transtracheal injection of oxygen or air (200 
to 400 c.c.) according to the technique described by 
Condorelli. Tomograms are taken in both sagittal 
and lateral projections. 

The method is of value in demonstrating disease of 
the blood vessels, congenital heart disease, and neo- 
plasms and cysts of the mediastinum and lung. 

In the first two conditions it may be helpful to 
combine angiocardiography with the pneumome- 
diastinum; this can be done relatively easily since 
the gas remains in the mediastinum for about 24 
hours. This combination permits demonstration of 
the thickness of the walls of the cardiovascular 
structures, as well as study of the contours. It also 
makes measurements of the vascular shadows easier 
to take because the structures are more clearly out- 
lined. Lois Cowan Co tins, M.D. 


Abdominal Arteriography. Review, with an Anal- 
ysis of 17 Cases. Davin SHariro. Radiology, 1953, 
60: I. 


Opacification of the abdominal aorta and its 
branches can be satisfactorily and safely accom- 
plished by the injection of 80 per cent sodium io- 
dide through an 18 gauge needle inserted into the 
posterior margin of the aorta above the level of the 
last thoracic vertebra. An initial injection’ of 2 to 3 
c.c. of the contrast material, followed immediately 
by the exposure, will show whether the needle is in 
the aorta or some other large vessel. If it is in the 
aorta, the full amount can be safely injected. 

A preliminary intravenous pyelogram serves to 
exclude iodine sensitivity, and is also a useful diag- 
nostic adjunct. In cases in which renal disease is 
the problem, a retrograde pyelogram is also recom- 
mended. The contraindications to arteriography 
are the same as for intravenous pyelography, namely, 
nephritis, uremia, severe liver damage, advanced 
tuberculosis, severe hyperthyroidism, and sensitivity 
to iodides. It is further suggested that arteriog- 
raphy is contraindicated in patients with chronic 
thrombotic obliteration of the aortic bifurcation, 
who are overweight and have cardiac failure, or 
cyanosis of the hands and feet. In such instances, 
the procedure may lead to extension of the arterial 
thrombosis. 

The procedure is indicated in the study of renal 
diseases to demonstrate congenital anomalies and 
the blood supply of the kidneys, to differentiate 
renal and extrarenal tumors, and to demonstrate 
renal artery obstruction. , 
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It is also indicated in the study of the aorta and 
its branches to show aneurysms and thromboses, 
and to differentiate these vascular lesions from other 
intra-abdominal masses. By the course of the ab- 
dominal arteries the presence of abdominal masses 
may be outlined, and in some cases, by the type of 
vascularity of such tumors, the nature of the tumor 
may be suspected. The method may be of value in 
placenta previa. Lois Cowan Cottins, M.D. 


Roentgen Diagnosis of Intra-Abdominal Hernia; An 
Evaluation of the Roentgen Findings. A. Justin 
Witirams. Radiology. 1952, 59: 817. 


Intra-abdominal hernias occur in about 0.25 per 
cent of autopsied cases. Diagnosis can frequently be 
made clinically and roentgenologically if the con- 
dition is kept in mind. A differentiation between 
internal hernias and torsion of the small bowel 
about congenital bands or adhesions cannot be made. 

The symptoms are nonspecific and consist of 
epigastric pain or discomfort, distention, and, at 
times, nausea and vomiting. Attacks in the same 
individual vary in periodicity and severity. 

The most important roentgenologic sign of internal 
hernia is disturbance or displacement of the small 
bowel. Without this finding a roentgenologic diag- 
nosis of internal hernia is not justified. This dis- 
placement of the small bowel is best demonstrated 
in the lateral erect position in which dilated loops 
of the bowel extend posteriorly to the anterior por- 
tion of the bodies of the lumbar vertebra. 

Sacculation or clumping, when found, is important, 
but this finding is inconstant, and even when present 
does not differentiate between hernia and torsion. 

Segmental dilatation, stasis, antiperistalsis, and 
fixation of the small bowel are signs of lesser im- 
portance, and are never in themselves pathog- 
nomonic of herniation. 

Studies are best made during an attack, and re- 
peated studies may be necessary as the herniation 
or torsion may be completely reduced during a re- 
mission. 

Anesthesia or relaxation may cause spontaneous 
reduction of the hernia at or during operation, and 
the surgeon must then make a careful search for 
abnormal fossae or sacs, adhesive bands, and 
mesenteric defects. Joun J. Gaucuan, M.D. 


Roentgen Diagnosis of Acute Pancreatitis (Radio- 
diagnostic de la pancréatite aigué). Cl. OLIvier, 
H. WELTI, and N. Arvay. Presse méd., 1952, 60: 
1573. 


The literature on acute pancreatitis is reviewed 
and roentgen films are exhibited to illustrate the 
principles of roentgenologic diagnosis of this condi- 
tion. Three aspects of roentgenologic manifestations 
of acute pancreatitis are depicted, namely: 

1. The presence of gas in the stomach and duo- 
denum early in the disease, with no gaseous disten- 
tion of the remainder of the intestines. 

2. The presence of gas in the stomach and large 
bowel, without abnormal dilatation of these organs, 
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as seen at 12 hours, 24 hours, and 6 days after the 
onset of symptoms. Also shown is basilar pul- 
monary infiltration as seen 12 hours, 35 hours, 60 
hours, 6 days, and 7 days after onset of symp- 
toms. 

3. Displacement and deformation of the barium- 
filled stomach by extrinsic pressure, causing the 
antrum to be elevated and the body of the stomach 
to be displaced to the left and anteriorly, as seen 3 
days after onset of symptoms. 

The cases illustrated were examples of unoperated 
acute pancreatitis, the diagnosis having been made 
on the basis of clinical and roentgenologic signs and 
the elevation of amylase (300 Somogyi units). 

Numerous authors are cited as having, on a sta- 
tistical basis, enhanced the accuracy of their differ- 
ential diagnosis of acute pancreatitis by correlating 
the clinical, roentgenologic, and laboratory informa- 
tion. It was emphasized that because of the sim- 
plicity of the amylase determination, reliance on it 
alone may lead to serious errors in diagnosis. 

The anatomical changes associated with the na- 
tural course of acute pancreatitis were reviewed. 
Signs due to changes in volume and opacity of the 
gland (direct signs) and manifestations by pressure 
on adjacent organs (indirect signs) were discussed. 

Since the first consideration is the possible exist- 
ence of a perforated ulcer, attention is focused on the 
demonstration of a pneumoperitoneum. 

“Direct” visualization of the pancreas is only 
occasionally possible. The principle “‘indirect”’ signs 
pertaining to the diagnosis are those manifested by 
the air-filled bowel and the changes in the thorax. 

In the early hours of illness, a film of the abdomen, 
made without special preparation of the patient, 
shows gas in the stomach; the duodenal bulb is al- 
most always visible and a light area may be seen in 
the second and sometimes in the third portion of the 
duodenum. The colon commonly shows a paralytic 
ileus. Occasionally other signs may be revealed, 
such as the presence of intrapancreatic calculi; 
the presence of retroperitoneal fluid may be evidenced 
by haziness or obliteration of the psoas or kidney 
margins. Limitation of the movements of the dia- 
phragm should be investigated whenever indicated. 
A slight pleural effusion, though not necessarily 
pathognomonic, aids in the diagnosis. 

In the event that the stomach and colon are 
visualized by the presence of gas within them, in 
acute pancreatitis the stomach and transverse colon 
are separated by an opaque zone corresponding to 
the pancreas, whereas in peritonitis the colon and 
stomach are distended but remain in contact at the 
same time that they are pushed back against the 
liver and diaphragm. 

Roentgenologic differentiation of mechanical ob- 
struction from acute pancreatitis depends mainly 
on local extrinsic pressure manifestations as against 
extended, continuous configurations within the 
lumen of the intestines. Elevation of the blood 
amylase, which is wanting in mechanical obstruc- 
tion, aids in the diagnosis. 
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Other entities of concern in the differential diag- 
nosis were (1) appendicitis, (2) cholecystitis, and 
(3) pseudocyst. Epwarp D. Hupack, M.D. 


The Roentgenologicomorphologic Signs of Kidney 
Tumors (Les signes radiologiques morphologiques 
des tumeurs du rein.) R. HickEL. Sem. hép. Paris, 
1952, 28: 3393. 

The roentgenologic aspects of benign cysts and 
malignant tumors are discussed together because of 
their similarity. Tumors of the renal pelvis and poly- 
cystic kidney are not included. Intrarenal tumors 
often alter the location and contour of the kidneys 
and the position of the neighboring organs. The best 
evidence of intrarenal tumors is obtained by ob- 
serving changes in the pelvocalyceal system. The 
changes in the hollow portions of the kidneys are 
primarily due to compression, stretching, dilatation, 
and obstruction. Combinations of these changes are: 

1. Changes in the renal outline—an intrarenal 
mass may produce a generalized increase in the size 
of the kidney and its contour may be irregular. 

2. Changes in the location of the kidney and the 
surrounding organs—a tumor in the upper pole dis- 
places the kidney downward, while one arising in its 
lateral portion will displace the organ toward the 
spine. A tumor of the medial aspect displaces the 
kidney laterally. The ureters may be displaced or 
obstructed and the colon and stomach may be en- 
croached upon. 

3. Abnormalities of the pelvocalyceal system— 
compression due to a renal tumor may affect the 
shape, position, and transparency of the opacified 
pelvocalyceal system in several ways. The calyces 
may be displaced without being distorted, or the 
tumor may imprint itself on the calyces and elon- 
gate, flatten, or otherwise distort them. The tumor 
may present itself as a filling defect within the pel- 
vocalyceal system. If the tumor occludes to the 
outlet of the cavity, dilatation occurs. Calcification 
occurs in some tumors. 

It is not possible to differentiate benign from ma- 
lignant tumors on the basis of the urogram alone. 

The author discusses the differential diagnosis in 
great detail and describes many conditions which 
may simulate kidney tumors. 

The subject of retroperitoneal air injection in 
renal arteriography is discussed. Direct renal angi- 
ography at the time of operation may enable the 
differentiation of benign and malignant renal tumors. 

Jack DE Moor, M.D 


Percutaneous Anterior Cervical Angiography; 130 
Cases. The Technique and Principles of Film 
Interpretation (L’angiographic vertibrale percu- 
tanée cervicale antérieure d’aprés 130 cas. Technique 
et bases de l’interprétation des clichés). P. SERGENT, 
J. Roucerie, B. Pertuiset, and D. Petit-Dutaltt- 
Lis. Presse méd., 1952, 60: 1415. 


The authors performed percutaneous anterior 
cervical angiography in 130 cases and employed the 
following technique: 
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The patient is first prepared by employing some 
form of sedation. General anesthesia is needed only 
in children. The vertebral artery is then punctured 
at the level of the interspaces between C4 and Cs or 
Cs and C6. The tip of the needle is introduced at 
the point where the artery crosses the transverse 
foramen, at which point it is well anchored. The 
patient is in the supine position with the head slight- 
ly extended. It is important to use a short, beveled 
needle. The common carotid artery and the internal 
jugular vein are pushed aside laterally along with 
the vagus nerve and the sternocleidomastoid muscle. 
A depression is made between the trachea and the 
esophagus medially and the vasculomuscular group 
laterally. At the center of this depression, the 
transverse process is palpated. Several jabs may 
be necessary to obtain an arterial flow. A flow of 
spinal fluid indicates that the tip of the needle has 
been introduced too far medially where it has punc- 
tured a root sleeve. Sudden scapulohumeral pain 
indicates that the needle has been introduced too 
deeply. On the other hand, if the needle is inserted 
too far laterally, a flow of venous blood is obtained. 
The most common cause of unsuccessful puncture is 
vascular spasm. This may be prevented by employ- 
ing sedation and a short, beveled needle, and by 
introducing the needle in an oblique fashion, and 
finally, if necessary, by injecting novocain in the 
region of the injection. 

For the arteriography itself, the authors employ 
5 to 8 c.c. of 45 per cent diodone. 

Roentgenograms are made in three different pro- 
jections, the lateral view, the basal (Hirtz) view, and 
the anteroposterior view (Chamberlain-Towns). 
Interpretation of the films requires a detailed knowl- 
edge of the normal anatomy of the brain, particu- 
larly the course of the arteries which supply the 
posterior fossa. 

The authors describe in great detail the normal 
vascular anatomy of this region. In a future paper 
they plan to discuss the indications for this procedure 
and also its application in the diagnosis of certain 
supratentorial and subtentorial lesions. 

Jack DEMoor, M.D. 


Transverse Axial Tomography (Tomographie axiale 
transversale). Ch. GERNEz-RIEUX and G. BONTE. 
J. Franc. med. chir. thorac., 1952, 6: 306. 


A brief historical review of the technique of 
roentgenologic exploration of the thorax is furnished 
by the author. The roentgenologic principles and the 
exact technique is described in detail. 

The problem of interpretation of these lamina- 
graphic studies is not an easy one. The author 
recommends the use of the atlas of Hovelacque, 
Monod, and Evrard, which describes horizontal 
planes through the thorax. 

Indications for transverse axial tomography are 
found in all phases of chest pathology. The exact 
lesion relationship to the large vessels and viscera is 
determined. Small lesions are noted accurately and 
normal variations versus abnormal structures are 
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distinguished with certainty. The author suggests 
that the method has as yet unrealized possibilities of 
exploration of various recesses of the pleural cavity 
and many possibilities of further refinement. 

H. JANE C. MAcMILtan, M.D. 


Death Following Contrast Injection into the 
Thoracic Aorta. INcMAR WickBom. Acta radiol., 
Stockh., 1952, 38: 350. 


Usually the injection of highly concentrated con- 
trast media of the diodrast type (dijodon) or of a 
1oo per cent solution of sodium iodide is well 
tolerated by the heart and aorta. However, in 1 
patient of a series of 8, on whom aortography was 
accomplished by the percutaneous route and by 
direct injection into the aorta, a severe reaction 
occurred that led to the death of the patient. The 
subject, a 66 year old woman, had experienced 
dyspnea and palpitation for 2 years prior to the 
examination. Her blood pressure was 240/140 mm. 
of mercury. A pulsating mass measuring 5 by 6 cm. 
was palpable above the manubrium sterni. A highly 
vascular tumor containing wide tortuous vessels 
was demonstrated by angiography. Because of its 
apparent malignancy it was decided that the tumor 
should be removed. To determine the exact rela- 
tionship of the tumor to the great vessels, aortog- 
raphy was performed by direct puncture of the 
aorta through the right supraclavicular fossa. 
Thirty cubic centimeters of 70 per cent dijodon was 
injected in about 3 seconds. Following the injection 
the patient went into shock and died the following 
day, apparently from circulatory insufficiency. 

At autopsy a malignant thyroid tumor was 
found. Since no hematoma was present, it seemed 
reasonable to conclude that the fatality was due to 
the dye injection rather than to the puncture. 
Examination of the angiograms showed that there 
was no heart action for at least 7 seconds after ex- 
posure of the first film and from 3 to 4 seconds fol- 
lowing the injection. 

The negative result of the autopsy, as regards in- 
jury to the circulatory system due to the puncture 
itself, supports the opinion that direct puncture of 
the aorta through the supraclavicular fossa is a 
practical method. However, thoracic aortography 
should be avoided if a slow circulation time is 
suspected. Epwarp D. Hupack, M.D. 


Roentgen Therapy of Peritendinitis Calcarea of the 
Shoulder. A Study of 220 Cases with Late 
Results. Emm A. KratzMAN and Rosert S. 
FRANKEL. Radiology, 1952, 59: 826. 


A series of 220 cases of peritendinitis calcarea was 
reviewed by the authors following irradiation ther- 
apy, and the immediate and late results were tabu- 
lated. On the basis of the duration of symptons, the 
cases were divided into acute cases (of 1 week or 
less), subacute cases (of 1 week to 4 weeks), and 
chronic cases (of more than 4 weeks). There was a 
preponderance of patients in the fourth through the 
sixth decades with about equal sex distribution. 
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The usual symptoms of pain, tenderness, and 
limitation of motion of the shoulder were frequently 
noted. 

Treatment was carried out with 200 kv. x-rays 
and a half value layer of approximately 1 mm. of 
copper; it was administered at 150 roentgens (air) 
per treatment every other day for a total dose of 450 
to 600 roentgens. 

Immediate results showed 98.1 per cent, 95.6 per 
cent, and 75.5 per cent improvement, or favorable 
results in the acute, subacute, and chronic cases, 
respectively. 

Late results (from 3 months to 3 years) showed 
98.7 per cent, 93.7 per cent, and 80.6 per cent im- 
provement in the acute, subacute, and chronic cases. 

The relief obtained from irradiation therapy is 
probably associated in some unknown way with the 
induced hyperemia. Joun J. Gaucnan, M.D. 


Radiotherapy in Breast Cancer. The Dose-Time 
Relationship: Theoretical Considerations. L. 
CouEN. Brit. J. Radiol., 1952, 25: 636. 


The concept that mammary cancer is incurable 
by radiation is fallacious in that previous work has 
failed to take into account time, dosage, and frac- 
tionation relationships. Some authors have shown 
that 8,000 roentgens delivered over a period exceed- 
ing 60 days do not cure mammary cancer; other 
authors have shown that 3,750 roentgens delivered 
in a period of 3 weeks is often curative (locally). 

The authors studied 60 cases of inoperable mam- 
mary tumors, cutaneous recurrences, or glandular 
metastases to a single site. From calculations and 
clinical observations, they have determined that a 
single exposure dose of 1,250 roentgens is curative 
for mammary cancer, which incidentally proves 
mammary cancer to be more radiosensitive than 
epidermoid carcinoma. From the same studies, 
however, it is shown that the recovery rate for 
mammary cancer is about the same as the recovery 
rate for skin when subjected to radiation. Hence, 
prolonged daily fractionation is not advantageous 
in mammary cancer. 

It is suggested that fractionation with longer inter- 
vals between treatments and with higher doses per 
treatment might be a better method. 

The authors employ a method whereby a tissue 
dose of 3,500 roentgens is delivered in ten daily 
fractions. This satisfies theoretical criteria and has 
prevented local recurrences in actual practice. 

Joun J. Gaucuan, M.D. 


Radiotherapy in Breast Cancer. Practical Applica- 
tions and Management. M. P. Suapiro. Brit. J. 
Radiol., 1952, 25: 643. 

The author discusses radiotherapeutic techniques 
as employed in postoperative cases of breast cancer, 
in preoperative cases and cases in which radiation 
is the sole method of treatment, and in the treat- 
ment of bone metastases. 

In postoperative cases treatment is started as 
soon as the wound has healed (usually 1o days). At 
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first, three fields, (1) a sternal field, (2) an anterior 
supraclavicular, and axillary field, and (3) a pos- 
terior axillary field, are treated. Each field is 
treated daily with 250 kv. x-rays, a half value layer 
of 1.5 mm. of copper, and 350 roentgens as a skin 
dose for ten treatments in a period of 12 days. The 
posterior axillary portal should be of reduced size as 
it is believed that apical fibrosis will be decreased 
while the supraclavicular nodes will be adequately 
treated by the anterior port. 

Following this the anterior chest wall is treated 
with 140 kv. x-rays at 25 cm. for focal skin distance, 
with a special 20 by 7 cm. applicator. Each of three 
fields is treated daily with 350 roentgens to a total 
dosage of 3,500 roentgens in 12 days. By reduction 
of the kilovolts and, hence, the half value layer, the 
dosage into the deeper portions of the lung is de- 
creased, and skin recurrence is still prevented. 

A moist desquamation will develop which takes 
about 1 month to heal when treated with bland oint- 
ment and dressings. 

In preoperative cases and cases in which radiation 
is the sole method of treatment, the sternal, anterior 
supraclavicular, and axillary, and the posterior 
axillary fields are again employed as above. In 
addition two breast fields are employed which cover 
the area between the posterior axillary fold and the 
sternal port. The x-ray tube is angled 45 degrees 
caudalward for the first of these fields and 45 degrees 
cephalad for the other field; 250 kv. x-rays are used 
(half value layer of 1.5 mm. of copper) and each field 
is given 350 roentgens to the skin daily, to a total 
of 3,500 roentgens in 12 days. 

In preoperative cases the treating of the five fields 
concurrently permits immediate breast removal 
with healing before the radiation reaction begins. 

Bone metastases are treated with single large 
doses of 1,200 to 1,500 roentgens as a convenience 
to the patient so that he will not have to return 
daily, with no ill effects. Jonn J. Gavcuan, M.D. 


RADIUM 


Radium Treatment of Lymphogranulomatosis 
(Radiumbehandlung der Lymphogranulomatose). 
N. NicoLov. Wien. med. Wschr., 1952, 102: 1000. 


The author believes that radium therapy of long 
duration is superior to x-ray therapy in the manage- 
ment of Hodgkin’s disease, and reports 4 pertinent 
cases with apparently complete cure. 

The following technique is used by the author: 

One or several plates made of a mixture of wax and 
paraffin of 3 cm. thickness are molded snugly to the 
involved area. These molds are charged with 0.5 
mcd. per square centimeter, and the irradiation is 
applied for 500 hours without any interruption. 
Thus, for example, in the treatment of lymphogranu- 
lomatous nodes of the neck, the irradiated area re- 
ceives about 4,000 roentgens at the skin level and 
1,760 roentgens at a depth of 5 cm. 

This technique produces a higher over-all dosage 
of radiation than is possible with the usual x-ray 


INTERNATIONAL ABSTRACTS OF SURGERY 





treatment. In a normal series of x-ray irradiations 
the dosage at the skin level is from 1,000 to 1,600 
roentgens, and at a § cm. depth it is correspondingly 
less. This is a considerably smaller dosage than 
that from 500 hours of radium treatment. The 
intensity of the radiation at skin level is only 0.135 
roentgen per minute in this form of radium treat- 
ment, whereas in x-ray treatment the skin is exposed 
to an intensity which is twenty to thirty times higher. 

If the enlarged lymph nodes did not disappear 
altogether after the first treatment or if some leuco- 
cytosis persisted, the radium treatment was repeated 
1 or 2 months after the first series. 

The author reports on 4 patients with Hodgkin’s 
disease who underwent this radium treatment. 
None of the patients had had x-ray or any other 
tvpe of therapy previously. 

The success of the treatment was quite impressive. 
All 4 patients were well and free of any signs 4, 7, 4, 
and 2 years, respectively, after the radium treat- 
ment. 

According to statistics published in the literature, 
the average survival time after x-ray therapy is be- 
tween 3 and 4 years. Compared with these meager 
results, the success of radium treatment of long 
duration as described is most encouraging. 

WERNER M. Sormitz, M.D. 


Clinical Results Following Different Methods of 
Radium Application Used in the Treatment of 
Cervical Cancer from 1921 to 1947. MacDoNaLp 
BONEBRAKE, ALFRED I. SHERMAN, MICHEL TER- 
PocossiaAn, and A. NORMAN ARNESON. Am. J. 
Roentg., 1952, 68: 925. 

The authors review their series of 490 patients 
with carcinoma of the uterine cervix, treated on the 
ward service of the Barnes Hospital, St. Louis, 
Missouri, from 1921 to 1947. These patients have 
been selected from a larger group by excluding 
those with previous surgical or radiation treatment. 
The League of Nations classification has been used, 
according to which 15 per cent of the patients were 
considered to have a stage I involvement, 43 per 
cent a stage II involvement, 34 per cent a stage 
III involvement, and 8 per cent a stage IV involve- 
ment. 

The patients were studied from the point of view 
of methods of treatment, complications, and 5 year 
survival rates. To obtain better comparative data 
the series was divided chronologically into three 
periods, the first period extending from 1921 to 
1931, the second from 1932 to 1936, and the third 
from 1937 to 1947. The distribution of the patients 
for the three periods was: 83, 123, and 284. 

The method of treatment in the three periods 
has varied considerably. During the first period 
two high intensity radium tandems were placed 
within the cervical canal (75 mgm.) and uterine 
cavity (25 mgm.) for a single 30 hour application. 
During the second period the tandems were changed, 
so that each contained an equal amount of radium 
(so mgm. in the cervical canal and 50 mgm. in the 














uterine cavity) and the single application was in- 
creased to 50 hours. During the third period ra- 
dium was also placed in the vagina and the strength 
of the intrauterine tandems was reduced (three 25 
mgm. tandems within the cervix and uterus and 
two 25 mgm. sources in the vagina, one in each 
lateral fornix). During this period the entire radium 
treatment was given in one single application of 
40 hours, and later in two applications of 20 hours 
each, about one week apart. In addition, some pa- 
tients were treated by low intensity radium needles. 
The contribution of external roentgen therapy dur- 
ing the three periods likewise varied. During the 
first period it was negligible, treatment being al- 
most exclusively by radium. During the second and 
third periods it was increased and during this latter 
period transvaginal roentgen therapy was also used. 

The authors have reconstructed these different 
methods of treatment and have temporarily applied 
them in patients to measure specifically the radiation 
delivered to the bladder and rectum. They have also 
reconstructed the distribution of the radium sources 
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applied during the three periods and have calculated 
the magnitude of the doses at points A and B accord- 
ing to the Manchester system. Finally they have 
correlated the data thus obtained with the incidence 
of complications and the survival rates. The 
measurements of the radiation dose were carried out 
with the aid of the scintillation counter constructed 
by Ter-Pogossian and described in detail in the text. 
The incidence of complications was tabulated for 
(a) local injury, (b) injury of the genitourinary tract, 
(c) injury of the large bowel, and (d) injury of the 
small bowel. The incidence of the over-all complica- 
tions was 39 per cent, distributed as follows: 
stage I, 36 per cent; stage II, 33 per cent; stage III, 
44 per cent, and stage IV, 57 per cent. These values 
suggest that many of the patients, especially those 
with carcinoma of stage I, have been overtreated. 
During the last 10 year period a sharp drop in the 
frequency of the complications has been evident. 
The 5 year survival rates for the three periods 
were 29 per cent, 21 per cent, and 35 per cent, with 
an over-all of 30 per cent. T. Leucutia, M.D. 











CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Causalgia. W. F.Surrmonpt. Arch. Chir. Neerl., 1952, 
42292. 

Causalgia or posttraumatic sympathetic disturb- 
ance is used in diagnosis after the exclusion of 
neurologic affectations such as syringomyelia, glo- 
mus tumor, or other pathologic lesions. 

Although there is a causal relationship between 
trauma and subsequent sympathetic dysfunction, 
the symptoms of causalgia develop into a separate 
clinical entity characterized by pain, and vasomotor 
and trophic disorders with joint changes and decalci- 
fication of bone. 

The author further subdivides sympathetic dys- 
function into (a) primary vasomotor disturbances 
with bone changes, and (b) causalgia with pain as 
the main feature, with a sharp burning localized to 
an extremity with or without hyperhidrosis, e.g., 
phantom pain or amputation stump neuralgia. At 
times causalgia may be delayed 4 to 6 months after 
the trauma and its course becomes associated with 
the vasomotor changes described in (a). Nerve 
blocking of the regional part is followed by almost 
immediate relief, which the author considers char- 
acteristic of causalgia. This favorable effect is con- 
sidered an indication for sympathectomy. Failures 
of such operative treatment are associated with pro- 
longed irritation of cortical pain centers, and can be 
observed, in the selection of cases for operation, as 
failures of immediate relief of the pain on blocking. 

The authors present 17 cases of causalgia with 
complete relief of pain. Three patients had consider- 
able relief of pain and 2 had none. 

H. JANE C. MacMittan, M.D. 


Endocrine Factors in Cancer. CHARLES Huceins. J. 


Urol., Balt., 1952, 68: 875. 


Hormones are significantly involved in the causa- 
tion, prevention, and treatment of certain cancers. 
Endocrine secretions excite the activity of endocrine 
targets at some distance. These targets are of two 
types: (1) end organs, and (2) organs which them- 
selves are stimulated to synthesize other'hormones. 
Among dependent synthesizing stations are the 
gonads, the adrenal cortex, and the thyroid—largely 
under control of the anterior pituitary gland. The 
hormones of these intermediary glands constitute a 
“feed back” mechanism, which inhibits the hypo- 
physial or other prime movers. For example, the 
steroid hormones of the gonads, as a feed back, 
inhibit the overproduction of gonadotrophin by the 
anterior pituitary gland. It is apparent also that the 
pituitary gland itself is a target organ. The interre- 
lationships constitute a closed cycle. The failure of 
feed back mechanisms to operate is one of the causes 
of hormonally induced cancer. 
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Examples of end-organ targets are the breasts, 
prostate, and indeed all the secondary sex organs. 

Cancer is an abnormal growth process. Hormones 
cause growth, usually secretion, and sometimes dif- 
ferentiation. The evidence for the capacity of hor- 
mones to induce neoplastic growth is reviewed. 

Direct stimulation of hormonal end-targets. Antoine 
Lacassagne produced mammary carcinoma in male 
mice by estrogen administration. A high incidence 
of lymphoid tumors in mice treated with estrogen 
has been observed and this drug induces chromo- 
phobe tumors of the anterior pituitary gland over 
long periods of time. Estrogen also produces fibro- 
myoma of the uterus and of the peritoneum of 
guinea pigs, and malignant tumors of the uterine 
cervix. Every male golden hamster treated with 
estrogen developed benign or malignant tumors of 
the cortex of the kidney, and in certain mouse stocks 
estrogen produced benign and malignant interstitial 
cell tumors of the testis. 

The injection of growth hormones of the anterior 
pituitary gland into rats for 16 months was followed 
by many lymphosarcomas, adrenocortical neo- 
plasms, and ovarian tumors. However, in rats previ- 
ously hypophysectomized, no neoplasms resulted 
although body growth continued. Thus, the pres- 
ence of the pituitary gland is necessary for the pro- 
duction of neoplasms by the administration of the 
growth hormones, and the pituitary growth hormone 
per se is not an essential cause of neoplastic growth. 

Cancer due to deficiency of hormonal feedback 
mechanisms. ‘Transplantation of the ovary to the 
spleen in rats leads to ovarian tumors if the opposite 
ovary is excised. There is a constant development 
of new follicles which luteinize and subsequently 
form granulosa cell tumors and luteomas. The pitu- 
itary gland becomes of the castrate type and the 
uterus is atrophic. The portal circulation directs the 
ovarian estrogens of the splenic ovary to the liver 
where they are inactivated. Thus the feedback 
steroid mechanism is destroyed, and anterior pitu- 
itary misjudges the hormonal status as one of de- 
ficiency in steroid hormones and thereupon increases 
its stimulatory function. Excessive pituitary 
gonadotrophin production leads to cancer in the 
ovary which had thus been reduced to an hormonal 
end-target. 

Roentgen irradiation of the ovaries of mice leads 
to ovarian tumors. Irradiation causes ovarian 
damage resulting in a deficiency of the feedback 
mechanism which, in turn, leads to the excessive 
production of gonadotrophins. The ovarian rem- 
nant bombarded by gonadotrophins undergoes neo- 
plastic transformation. The tumors may be pre- 
vented by administering estrogen, which then con- 
stitutes the feedback. 

Destruction of the thyroid gland of mice by I! 
causes frequent chromophobe tumors of the pituitary 
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gland. Apparently elimination of thyroid hormone 
as feedback inhibitors causes neoplastic change in 
the pituitary gland. Evidence of pituitary stimula- 
tion is noted. 

Prevention of cancers by endocrine means. Many 
neoplasms inducible by hormones may be prevented 
by further endocrine modification such as (a) restora- 
tion of a deficient feedback to the anterior pituitary 
gland or (b) by hormonal competitive inhibition. 

Examples of the feedback restoration method are 
the prevention of adrenal tumors, which in certain 
strains of mice follow early gonadectomy, by giving 
estrogen, the prevention of ovarian tumors in mice 
following total body irradiation with estrogen, and 
the prevention of the development of gonadal 
tumors following intrasplenic transplantation by re- 
taining the contralateral gonad. 

Examples of competitive inhibition of steroidal 
hormones are neoplasms induced by estrogen, 
which may be prevented by testosterone. Testos- 
terone reduced a natural incidence of 100 per cent of 
mammary cancer in female C3H mice to 29 per cent 
but with no effect on such established tumors. 
Whereas 11.9 per cent of mice injected with estro- 
gens developed leucemia, the addition of testos- 
terone reduced the incidence of leucemia to 2.3 per 
cent (the value found in uninjected mice). Estrogen- 
induced uterine and peritoneal fibroids could be 
prevented by also injecting testosterone or proges- 
terone. 

The treatment of cancer by endocrine means. Cells 
which are endocrine are dependent on the hormones 
for high metabolic activity, and when deprived of 
this support they pass into a lowered anabolic state. 
Two principles are involved in the treatment of 
cancers by endocrine methods: (1) cancers of endo- 
crine target organs frequently retain sufficient char- 
acteristics of the normal cells of origin so that they 
owe their activity to supporting endocrine sub- 
stances—these are hormone dependent tumors; and 
(2) remotely normal tissue which supports disease 
(here cancer) need not operate at an abnormally 
high functional level; generally the stimulator op- 
erates at a normal or even a subnormal rate. 

The mechanisms available for the control of hor- 
mone dependent cancers are either to excise the 
source of the hormones maintaining the cancer, or 
else to vitiate the physiologic effect of the cancer- 
supporting hormones by means of competitive in- 
hibition. 

Competitive inhibition between steroids has been 
known for 17 years. The effects of administered 
androgens may be prevented by the simultaneous 
injection of estrogens. Experimental examples are 
in the comb growth of the rooster, the prostate of 
the mouse, rat, monkey, and dog. 

It was demonstrated that the testis often is the 
supporting factor maintaining cancer of the prostate. 
Androgenic hormones stimulate the hormone de- 
pendent prostatic tumor. When so many of its 
qualities of normal prostatic epithelium are lost, it 
is self regulatory, and the tumor then fails to regress 
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with hormonal therapy. Antiandrogenic therapy by 
orchiectomy or by estrogen administration inacti- 
vates androgen dependent tumors of the human male 
(this therapy reaction originates in the testis). 
Estrogen has a variety of activities most favorable to 
the individual with prostatic cancer: by a feedback 
mechanism it decreases gonadotrophin secretion of 
the pituitary gland, it competitively inhibits the 
androgens, and it has a direct action on the cells of 
certain prostatic cancers. The estrogen is car- 
cinostatic. However, estrogen causes mammary 
hypertrophy and thereby predisposes to prostatic 
cancer metastasis to the breast, whereas cancer never 
metastasizes to the normal male breast. Also, in 
the rat, estrogen results in adrenocortical hyper- 
trophy. 

The results of antiandrogenic treatment, especially 
orchiectomy, for prostatic cancer are of three cate- 
gories: (a) no effect, in a nondependent carcinoma, 
(b) regression of the primary lesion and of its 
metastases, and (c) regression of the primary tumor 
but progression of the metastases. 

For carcinoma of the breast, the Adair school has 
shown that carcinoma of the male breast frequently 
regresses after orchiectomy, but does not regress with 
estrogens. Beatson showed that female breast can- 
cer can regress after excision of the ovaries. Carci- 
noma of the female breast has been found to respond 
favorably both to androgenic and estrogenic hor- 
mones. Both methods are empirical. Ulrich, and 
Adair and Hermann both found that certain mam- 
mary tumors regress when the patient is treated with 
testosterone. Haddow and his coworkers found that 
soft tissue lesions of this carcinoma often regress 
with estrogens. This seemed surprising since, in 
rodents at least, estrogen is a cause of mammary 
cancer, and regression after ovariectomy has been 
thought to be due to elimination of estrogens. 

Certain mammary and prostatic tumors are de- 
pendent upon adrenal function. With availability 
of cortisone acetate in sufficient supply, simultaneous 
bilateral adrenalectomy has become possible and 
now has been done by the author in 38 cases without 
fatality and little morbidity. When adequately 
maintained, adrenalectomized patients appear 
healthy and are not incapacitated. Under severe 
emergencies, as extreme heat or severe infection, 
adrenal insufficiency occasionally develops, but this 
is controlled by increasing the dosage of cortisone 
and DOCA. 

Certain patients with widespread cancer experi- 
ence an amelioration of their malignancy after 
adrenalectomy. The remissions are often brief and 
may not be beneficial at all. Adrenalectomy has 
had no deterrent action or has actually stimulated 
the growth of the following cancers (1 case of each): 
squamous carcinoma, melanosarcoma, chorionic 
epithelioma of the testis, carcinoma of the lung, and 
carcinoma of the stomach. 

Cancers which have responded have been in the 
prostate and breast. Improvement, when it occurs, 
may be profound and impressive. The duration of 








312 


the remissions is not well known as yet. Following 
adrenalectomy with maintenance on cortisone, es- 
trogens sometimes become effective therapeutic 
agents. The oral administration of estrogen with 
cortisone will occasionally induce a remission in 
advanced prostatic cancers even when adrenalec- 
tomy is not done. Davip Movirz, M.D. 


Multiple Primary Spontaneous Healing of Squam- 
ous Cell Carcinomas of the Skin. A. R. Curriz 
and J. Fercuson Situ. J. Path. Bact., Lond. 1952, 
64: 827. 

Nine cases of multiple squamous cell carcinomas 
of the skin which healed spontaneously have previ- 
ously been reported; the present article concerns 
2 new cases as well as the postmortem findings in the 
first case reported (Ferguson Smith, Brit. J. Derm. 
Syph., 1934, 49: 267. The tumors usually develop 
on the face, ears, scalp, forearms, and legs and begin 
as red macules which become papular. They grow 
more rapidly than the ordinary solitary epithelioma 
and ulceration usually develops. Often fairly large 
ulcers with rolled edges are produced. In most of 
the known cases a familial incidence has been found. 

Histologically, in the early active stage, they are 
highly differentiated squamous cell carcinomas 
which cannot be distinguished from the solitary pro- 
gressive squamous epithelioma of low grade malig- 
nancy. After several months, however, most of the 
lesions heal spontaneously and scars result. Lymph 
node metastasis has not been seen or recorded, 
although in a few tumors infiltration was pro- 
nounced and lymphatic invasion was evident in 2 
lesions. There appeared to be “‘an intimate relation- 
ship” between the pilosebaceous follicles and many 
of the tumors, but there were no clinical or histologi- 
cal grounds to support the view that the tumors 
were sebaceous gland carcinomas. The authors con- 
sider that “one cannot escape the conclusion that 
these cases present multiple squamous cell carci- 
nomas which regress and form scars without 
treatment.” L. R. C. Acnew, M.D. 


EXPERIMENTAL SURGERY 


Experimental Renal Transplantation: Effect of 
Nitrogen Mustard, Cortisone, and Splenecto- 
my. 


Rocer BAKER, ROBERT GORDON, JOHN 
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HuFFeEr, and GeorGE H. MILteEr, Jr. Arch. Surg., 
1952, 65: 702. 

According to existing evidence the cause of failure 
of renal transplantation is due to the development of 
the host of antibodies in response to the foreign pro- 
tein of the graft. The present article is concerned 
with methods of modifying or depressing this renal 
antigen-antibody response by the use of nitrogen 
mustard, cortisone, and splenectomy. 

A donor kidney obtained from an untreated dog 
was perfused with heparin-saline solution. Homo- 
tropic transplantation was performed by suture 
anastomosis of the vascular pedicle of the donor 
kidney directly to the renal vessels of the heparinized 
host. Prior to suture of the renal vein, the arterial 
clamp was released for a short time and blood was 
permitted to wash through the kidney. Following 
venous anastomosis, a polyethylene catheter was 
placed in the ureter and brought out through one end 
of the abdominal wound. Four dogs were given 0.5 
mgm. of nitrogen mustard per kilogram until leuco- 
penia indicated depression of the hematopoietic sys- 
tem. Six dogs were treated with nitrogen mustard 
and given a divided daily intramuscular injection of 
50 mgm. of cortisone. In 4 animals splenectomy was 
employed as well as nitrogen mustard and cortisone. 

Results from the experiment revealed that renal 
transplantation in dogs treated with nitrogen mus- 
tard resulted in kidneys which functioned for an 
average of 4 days. Nitrogen mustard and cortisone 
used in combination prolonged renal function from 4 
to 20 days, with an average of 14 days. Nitrogen 
mustard, cortisone, and splenectomy did not produce 
any significant increase in duration of renal function 
other than that observed with nitrogen mustard and 
cortisone. Therefore, since renal transplantation is 
essentially an all-or-none operation, the experiment 
to that extent was unsuccessful. The animals which 
had the longest survival of renal function also 
showed the greatest depression of the hematopoietic 
system. Also, the nitrogen mustard produced ano- 
rexia and considerable subsequent loss of weight in 
the postoperative period. And it may be that the 
metabolism and inadequate nutrition may be asso- 
ciated with greater survival time of the transplanted 
tissues. Additional experiments are under way to 
investigate this aspect of the problem. 

KENNETH E. SHERMAN, M.D. 








